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product presented to physicians in serviceable form. 


This means over fifty years’ experience in the selection of materials that 
enter into the manufacture of Mellin’s Food. 
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x A Superior Product 
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Original Communications 


PULMONARY TUBERCULOSIS AND 
SYPHILIS.* 


CARTER, M. D., Burkeville, Va 


Piedmont Sanatorium. 


By H. G. 


Superintendent 
With two infections as widely distributed 
as are syphilis and tuberculosis one would 
naturally expect to find a great number of 
cases in which the two coexist. This number is 
even greater than would be natural on account 
of the increased percentage of tuberculosis in 
those of irregular habits where we naturally 
find the greatest percentage of syphilis. 
Hollander and Narr! quote from Vedder. 
Day and McNutt showing the coincidence of 
these two diseases. 


SYPHILIS. 





7 
CoINCIDENCE OF TUBERCULOSIS AND 
09 2 
= 2 4 
— 2% s 
Investigation , aa S 
wo 2 =T-¥ 
Littule, wre cabt & Lepins--_- 346 =««64 19.0% 19.0 
_ _  eatiess ciusitimucs San ae 22 Dae ae 
Snow & Cooper _-- _-- 290 44 14 14.0% 20.0 
Lyons __. mee acedd _42 BU CF 9.2 
Jones Dispensary ees 251 0 73 0 29.0 
Jones Hospital 3 al, fae 3s 0 11.0¢ 25.0 
Petroft ‘i ee _. 3876 0 8&2 0 21.8 
Ford - ‘ ; — 6 22 2.0% 8.6 
Collectanea . 14 9 &.9% 13.1 
ar sonnnmann See 26a 0 5% 6.5 
Day and McNutt _ 893 102 107 11.3% 24.4 
6324 494 336 10.36% 17.81 


To these we add our own figures: 
Piedmont Sanatorium 817 66 0 7% 


7141 560 0 7. 8% 12. 5% 


These tables will give some idea of the ex- 
tensive overlapping of the two infections. A 
comparison of opinions regarding the effect on 
the prognosis in the coexistence of the two 
diseases is interesting but is not within the 
scope of this paper; suffice it to say that the 
bulk of opinion is that the coexistence of the 
two infections renders prognosis more grave. 
There are some notable exceptions to this opin- 
ion of the majority however, some going so far 
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Society of Virginia, in Lynchburg, October 18-21, 


as to contend that when a tuberculous infec- 
tion is grafted on an old syphilitic the course 
of the disease is rendered more mild.? 

That the percentage of the coexistence of 
the two infections is high is generally conced- 
ed, but the majority of medical opinion today 
is that syphilis of the lung is rare. This is 
especially true of text-books written prior to 
1915, and it is interesting to note that all quote 
from three or more of the same sources in sup- 
port of the contention that this disease is rare. 
Fishberg,? Landis,’ Barker and others, quote 
more or less from the following data: 

Osler? in John Hopkins Hospital 
twelve instances in 2.500 autopsies. 

lowler® was able to find only twelve in all 
the London Museums. 

Of 6,000 cases of syphilis at Copenhagen 
only eighteen cases of syphilis of the lungs 
are recorded. 

Peterson? among 88 autopsies found 11 cases 
of syphilis of the lungs. 

Of 3,000 autopsies performed at Massa- 
chusetts General Hospital* one case is record- 


found 


ed, 
found twelve cases in 4.880 au- 


whom were syphilitic. 


Synmons* 
topsies, 314 

It will be noted that practically all of this 
work was dene prior to the days of either the 
Wassermann blood test or salvarsan treat- 
ment. In some of the cases the final diagno- 
sis is made only after the symptoms observed 
during life are considered in connection with 
the lesions diseovered post mortem. Exami- 
nations must show tubercle bacilli in sputum 


‘and tubercle in lung absent and syphilitic le- 


be found in other organs in order 
diagnosis according to the rules 
There are possibly other patho- 


sion must 
to confirm a 
of Fowler. 


logists not so exacting, but I find not one 
recording a fibrous scar as even probably 


syphilitic unless supported by other evidence. 

What is the lung pathology of Syphilis of 
Lung? Landis classifies as: (1) Gumma- 
tous; (2) Fibroid induration: (3) Consolida- 
tion and catarrh. He says the gummata may 
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hecome entirely healed, leaving behind a dense 
mass of puckered scars which cannot be <lis- 
tinguished from similar scars produced by tu- 
berele or abscess. Of the fibroid induration 
he has this to say, “This takes the form of an 
extensive cellulous infiltration until the whole 
mass is converted into a dense fibrous tissue: 
when this stage is reached the picture is that of 
pulmonary fibrosis. How frequently syphilis 
is the exciting cause of a diffuse pulmonary 
fibrosis is problematical.” The catarrhal form 
occurs In the secondary stage of syphilis, when 
the mucous membranes are affected, and rarely 
gets to the autopsy table. 

Funk’ says “the fibrous lesions referred to 
syphilis do not possess any cardinal character- 
istics and cannot be distinguished during life 
fibrosis due to tuberculosis and other 

Autopsy evidences may even be in- 
conclusive. Funk quotes Downing as saying 
that difficulty in distinguishing between the 
several maladies causing fibrosis makes our 


from 


ss 
cases. 


autopsy records show so few cases of specific 
lung disease. Funk is of the opinion that 
syphilitic lung lesions may clear up just as 
skin syphilis. 

Powell and Hartley comment on Fowler's 
findings in the same light, that specific lung 
‘lisease does not necessarily leave pathogno- 
monic lung pathology for the autopsy. Pos- 
sibly the most common manifestation of lung 
syphilis is fibrosis. yet on account of the sup- 
posedly rare occurrence of this form of syphi- 
lis and on account of the wide prevalence of 
tuberculosis of the lung, no pathologist will 
call a post mortem fibrous lesion syphilis wn- 
less supported by negative tuberculosis his- 
tory and findings, or positive clinical evidence 
of syphilis during life supported by 
mortem evidence of syphilis in other organs 
or both. 


post 


“Vedder § quotes Brock who reports on an 
examination of 7,660 South African natives 
among whom tuberculosis was unknown at 
that time. Brock comes to the conclusion that 
35 per cent. of all natives have a fibroid con- 
dition of the lungs: 68 per cent. have indur- 
ated enlargement of epitrochlea glands. Both 
conditions result from syphilis, and nearly 80 
per cent. of natives have one or both condi- 
tions: He concludes that syphilis plays an 
important role in the production of lung dis- 
ease of young and old.” 

We have abundant evidence that lesions of 
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syphilis may exist in the lung. The proof of 
the frequency of the occurrence rests on proy 
ing beyond question that the fibrous scar is 
caused. by syphilis, otherwise the lesion will be 
characterized as tuberculous on account of ii 
more frequent occurrence. And yet we have 
proof that syphilis may produce a 
lesion of the lung. 


fibrous 


Landis? Funk. Gibbs” and other current 
writers. are of the opinion that syphilis of the 
lung occurs more frequently than it is diag- 
nosed. One notes recorded cases in the litera- 
ture more frequentiy than any other non-tu- 
berculous chronic disease of the lung. 

Marine.” from South America, the 
improvement in lung diseases under specific 
treatment in those of “robust parents free from 


notes 


tuberculosis.” 

Barlaro!! from South 
three cases of advanced lung diseases improv- 
ing under specific treatment. 
from South America, had oc- 
casion to change his diagnosis in seven in 
stances from pulmonary tuberculosis to syphi 
lis. 

Funk’? found four instances in seventy-two 
non-tuberculous lesions of chest. 

Gibbes® records seven. 

Minton™ notes instances of 
following specific treatment. 

Landis reports three cases 
of Phipps Institute and two 
ven Sanatorium. 

In all these cases the diagnosis rests on the 
therapeutic test which is, after all. the final! 
proof. In most instances attention was di 
rected to syphilis by a positive Wassermann 
in a lung lesion with negative sputum. 


America, reports 


Screnseu,!” 


improvement 


from the records 


from White Ha 


In some of them X-ray plate of chest helped 
confirm diagnosis even before the thera- 
peutic test was applied. 

Funk quotes Watkins as saying that the 
belief that syphilis of lung is rare is based 
on a misconception, namely that it always oc 
curs as large gumma or multiple small gum 
mata. He classifies syphilitic lung lesions 
according to roentgenographic shadows as fol 
lows: (1) Syphilitie consolidation in) which 
the roentgenogram presents a massive shadow 
involving the entire lobe or a large portion 
contiguous to the mediastinum and diminish- 
ing in density towards the periphery; (2) 
Early diffuse sclerosis in which the picture is 
that of an evenly distributed lineal marking 
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radiating, or a speckling throughout 
sometimes bilateral: (3) Dense sclerosis with 
a characteristic pyramidal shadow with base 
at hilum and with lance like projections into 
lung substance. ‘These classifications corre 
spond to Landis’s anatomical classifications. 

The evidence of syphilis in our own cases is 
not supported by X-ray findings but rests on 
the therapeutic test. In S17 cases admitted to 
date we have had positive for syphilis by the 
Wassermann test 66, of whom 15 showed nega 
tive sputum. Forty-two treated for 
syphilis after showing no improvement under 
the normal rest-hygienic treatment for tuber 
culosis; 34 of those treated showed positive 
sputum and, are, therefore, excluded from this 
Some improvment was noted, how 
with 


were 


report. 
ever, in several instances in 
positive sputum and_ positive 
Marked exacerbation was noted in a 
of cases of positive Wassermann and positive 
sputum, this being mainly in the advanced 
eases and especially those with throat lesions 
Our report concerns those with negative spu 
tum and postive Wassermann who showed no 
improvement under routine treatment. There 
are nine of these cases detailed as follows: 

Cast No. 200. Age, 39. 
wife. 

Chief Complaint. 

Family History. 
sis. 

Past and Present ITistory- -Loss of weight. 
cough and hemoptysis noted two vears prior t: 
admission. Previously healthy. No past his 
tory of syphilis or tuberculosis. 


those cases 
Wassermann. 
number 


Occupation. house 


Cough and languor. 


Negative for tuberculo 


Symptoms.—Objective and subjective upon 
admission. Languor, dyspnoea upon exertion. 
daily temperature 100.1. cough with scant ex 
pectoration, indigestion and hemoptysis. 
Findings—C hest.—W hispered 

broncho-vesicular breathing and 
moist rales after cough from second to sixth 
rib front and third to seventh vertebral spine 
behind, right lung. 


voice and 


persisting 


General Kxvamination—Tvypieal syphilitic 
skin lesions noted on forearms and legs. 
Laboratory Report—Sputum negative six 
examinations. Wassermann 4-plus. 
Clinical Record.—Patient continued to show 
an irregular afternoon or morning tempera 
ture to 100 degrees F. for two months. No 


change in signs or symptoms. Referred for 
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syphilitic treatment and readmitted to sana- 
torium four months later. 

Chest Findings—Right lung. 
voice and broncho-vesicular breathing at apex, 
no rales after cough, temperature normal. Dur- 
ing next four months patient gained twenty 
Discharged with no symp- 


whispered 


pounds in weight. 
toms other than a slight cough. 

Case No. 597. Male. Age, 12 years. 
pation, pupil. 


Occu- 


Chief Complaint—Cough, hoarseness, gen- 
eral debility. 

Family HTistoi y. 
sis. 

Past and Present History. 
tion began six months prior to admission with 
hoarseness and dyspnoea. ‘Tonsils burned out 
with no improvment in throat condition. 


Negative for tuberculo- 


Present condi- 


Symptoms.—Objective and subjective upon 
admission, marked dyspnoea upon exertion, 
constant cough with frothy expectoration, 
daily temperature to 100.5, partial blindness 
and deafness. 

Findings—General—Discharging right ear. 
iritis and keratitis both eyes, throat congested, 
cords markedly indurated, general appearance 
markedly emaciated. His appearance as a 
whole being that of a hopelessly advanced 
case of tuberculosis. 

Chest—Rapid and 
lung, whispered voice, 
breathing and fine moist rales, after cough, 
ver entire lung. Right lung shows same 
findings in upper lobe. 


irregular heart. Left 
broncho-vesicular 


negative on 


4-plus. 


Laboratory Report—Sputum 
nine examinations, Wassermann 

Clinical Record —Patient continued to show 
a temperature of 100 to 100.6 for six months. 
no change in signs or symptoms at the end of 
that time. Syphilitic treatment given. In the 
next six months patient ran a normal tem- 
perature, gained fifteen pounds in weieht, eye 
and throat conditions markedly improved. The 
which had prior to treatment 
amounted to complete loss of voice improved 
so markedly that patient was singing before 
leaving sanatorium. Final examination of 
lungs showed some areas of whispered voice 
and no moist rales after cough. 

Casr No. 210. 
Hotel waiter. 

Chief Complaint—Nervousness. 
appetite and pains in chest. 


hoarseness 


Male. Age. 32. Occupation, 


loss of 
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Family History.—Negative for tuberculo- 
sis. 

Past and Present History.—Peritonitis four 
years ago, appendicitis with appendectomy 
two years ago, hemorrhage two months after 
operation. Had lost fifteen pounds in weight 
in two months prior to admission. 

Symptoms.—Subjective and objective upon 
admission. Loss of appetite, nervousness and 
pain in chest. 

Findings—G eneral._—Appearance that of a 
fairly well nourished individual. 

Chest.—Well defined lesion noted at base of 
left lung. 

Laboratory Report. 
tubercle bacilli six 
mann ‘4-plus. 

Clinical Record.—Patient remained in sana- 
torium two months, temperature normal dur- 
ing the entire stay, continued to lose weight 
and complain of nervousness, the symptoms 
of nervousness being so marked that he was 
referred e'lsewhere for syphilitic treatment. 
No later record. 


Case No. 452. 
tion, Soldier. 

Referred to us by an alienist with the fol- 
lowing examination card, “I have examined 
J.C. and in addition to his tuberculous trouble 
he has evidence of cerebral spinal syphilis. I 
do not believe at present his condition is 
dangerous and I recommend that he be sent to 
a sanatorium for treatment for tuberculosis.” 

Symptoms.—Slight cough with scant ex- 
pectoration, extreme nervousness, hallucina- 
tions, irregular temperature at intervals to 
101. 

Findings — General.—Examination showed 
a fairly well nourished individual showing 
definite signs of mental disease. 

Chest—Examination showed 
ion at apex of right lung. 

Laboratory Report—Sputum negative for 
tubercle bacilli on twelve examinations. Was- 
sermann positive for svphilis. 

Clinical Record —Patient continued to run 
an irregular temperature and referred for 
treatment on account of unruliness. 


Case No. 448. 
cupation, Student. 
Family History.—Negative for tuberculosis. 
Past and Present History.—Negative. 
Chief Complaint—Cough with scant expec- 








Sputum negative for 
examinations. Wasser- 


Male. Age, 25. Occupa- 





definite les- 





Female. Age, 17 vears. Oc- 
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toration, picked up in examination at a public 
clinic. 

Findings—C hest —Definite lesion between 
third and sixth rib front in left lung. 

Laboratory Report—Negative for tubercle 
bacilli on twelve examinations, Wassermann 
positive for syphilis. 

Clinical Record.—Patient 
regular afternoon temperature to 99.6 during 
entire two months’ stay in sanatorium. Dis- 
charged unimproved, refusing syphilitic treat. 
ment. 

Case No. 398, 
Hospital cook. 

Family History.—Negative for tuberculosis. 

Past History—Patient acknowledged ve- 
nereal infection. Had been cooking in tuber 
culous ward of an army hospital prior to ad 
mission. 

Chief Complaint—Cough and streaked spu- 
tum. 

Findings—General.—Examination 
a well developed muscular individual. 

Chest—Right lung, marked broncho-vesi- 
cular breathing and whispered voice to fourth 
rib front and fourth vertebral spine behind. 
After cough no rales. 

Clincal Record—Patient showed marked 
cough with scant expectoration, hemoptysis at 
intervals, temperature normal. Syphilitic 
treatment given and cough and expectoration 
entirely absent. Gained fifteen pounds in 
weight. Chest examination same as previous. 

Case No. 706. Female. Age, 39. Occupa- 
tion, Housewife. 

Family History —Negative for tuberculosis. 

Past and Presént History.—Present condi- 
tion began three years ago following influenza 
with cough and night sweats. 

Chief Complaint—Cough with scant ex 
pectoration, temperature to 100, dyspnoea upon 
exertion, loss of appetite and languor. 

Findings—General—Fairly well nourished. 

Chest.—Moist rales at apex of both lungs, 
pleural rub at base of right lung. 

Laboratory Report—No — expectoration, 
Wassermann positive for syphilis. 

Clinical Record—During first two months’ 
stay patient showed daily temperature 99.2 
to 100.4. Complained of feeling bad generally, 
no appetite. Chest findings at the end of two 
months same. Patient given syphilitic treat- 
ment. Temperature normal in three weeks. 
Patient gained eight pounds in weight; all 


showed an ir- 


Male. Age, 30. Occupation, 


showed 








weal 
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symptoms improved. Discharged at the end 
of six months, saying she never felt better in 
her life. 

Case No. 687. 
tion, Laborer. 

Family History—Negative for tuberculosis. 

Past History—Positive for syphilis. 

Chief Complaint—Cough and constipation. 

Symptoms.—Subjective and objective, 
marked cough with scant expectoration, lan 
guor, dyspnoea upon exertion, irregular tem 
perature 99.2 to 101, constipation and _ rectal 
tenesmus. 

General Observations —Well nourished in- 
dividual. Rectal examination stricture of 
rectum. 

Chest—Medium moist rales from apex to 
base left lung. Referred to proctologist and 
for syphilitic treatment. Upon readmission 
four months later, chest examination showed 
no rales in left lung, general condition marked- 
ly improved. Temperature normal. Kept in 
sanatorium two months and gained rapidly in 
weight. Only complaint constipation with 
some rectal tenesmus. 

Case No. 327. This case is not included in 
this series on account of the fact that he was 
reported positive for tubercle bacilli on one 
laberatory report. He had been kept in the 
sanatorium as a segregated case for over a 
year, with all the signs and symptoms of a far 
advanced case of tuberculosis. When it was 
noted that in spite of his advanced lesion the 
laboratory reports were negative for tubercle 
bacilli except on one occasion and that blood 
test was positive for syphilis. it was decided 
to try syphilitic treatment. In the next six 
months he gained some thirty pounds in 
weight, showed a normal temperature and was 
discharged from sanatorium as quiescent. This 
was two years ago and he is at present work 
ing eight hours a day with no return of his 
trouble. 

While there were no sets of svmptoms that 
would distinguish these cases from cases of 
pulmonary tuberculosis in the same ward. we 
did note in the advanced lesions symptoms to 
he less severe than would be expected from 
similar tuberculous lesions. In all cases. mild 
and severe, the slow progression of the disease 
was noted in comparison with other cases with 
positive sputum. Scant expectoration and ir 
regular temperature were also observed in the 
majority of cases as was hoarseness. This all 


Male. Age, 40. Occupa- 
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represents hindsight and not foresight. I 
seriously doubt that without a negative sputum 
and positive Wassermann report from labora- 
tory, we would have noted any symptoms in 
this group of cases to distinguish them from 
cases of pulmonary tuberculosis and would 
have continued to treat them for pulmonary 
tuberculosis to the detriment of the individual. 
In every case in which syphilitic treatment was 
given, marked improvment was noted in signs, 
symptoms and general appearance, and this 
improvement was too marked and followed 
treatment too rapidly to be accounted for in 
any other way than through the syphilitic 
treatment. 

In chest findings we did not note that the 
bases were involved any more frequently than 
the apices. In some instances a clear cut les- 
ion was noted in middle of lung, in others at 
base, but lesions at apex are also included in 
this series. This fact is noted by others. The 
rule that apical lesions are classed as tubercul- 
ous and basal lesions non-tuberculous until 
proved, rests on the’ preference 
shown by tuberculous lesions for apex and not 
on account of preference of non-tuberculous 
lesions for base, this 1s certainly true of syphi- 


otherwise 


lis. 
CONCLUSIONS. 

Through the therapeutic test we have 
demonstrated that syphilis of the lung is not so 
rare as text-books would have us believe. If 
this conclusion is not logical, then the equally 
important fact has been demonstrated that 
syphilitic treatment is of decided benefit to 
certain cases of pulmonary tuberculosis and it 
is most significant that these cases show nega- 
tive sputum and positive Wassermann. 

There are no pathognomonic signs or symp- 
toms of pulmonary syphilis. X-ray findings 
are possibly helpful in a certain percentage 
of cases according to recorded literature; this 
has not been verified by us. The final diag- 
nosis rests on improvement under syphilitic 
treatment in those cases showing negative spu 
tum and positive Wassermann. 

Finally, salvarsan and mercury can be ad- 
ministered safely to those cases of syphilis 
complicated with tuberculosis if the disease 
has not reached an advanced stage. The effect 
on the course of tuberculosis in the majority 
of these cases is beneficial. Todides can not be 
used. In the far advanced lung lesions with 
positive Wassermann and negative sputum. 
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marvelous cures can be had in some cases by 
the mixed syphilitic treatment which is justi- 
fied in all such cases. 
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Discussion. 

Dr. Chas. R. Grandy, Norfolk: [I wish here to 
express my appreciation of the splendid work Dr. 
Carter has been doing at Piedmont Sanatorium, 
both in the care of his patients and in taking ad- 
vantage of the opportunity offered him to do 
original work. As you all know, he is in charge 
of the first state sanatorium built to treat tuber- 
culosis in the Negro, and consequently, has various 
problems to solve which do not arise in the white 
sanatoria. The differentiation between syphilis 
and tuberculosis of the lungs is of especial interest, 
as it has long baffled the clinician, and is still being 
discussed in a hazy way in the journals. Clear 
cases, like those just presented by Dr. Carter will 
do much to elucidate this subject. 


THE CHILDREN’S PSYCHOPATHIC 
CLINIC OF THE MEDICAL COLLEGE 
OF VIRGINIA.* 


By R. FINLEY GAYLE, JR., M. D., 

Associate in Neurology and Psychiatry, Medical College of Va., 
Attending Neurologist, Hospital Division, Medical College 
of Va., Physician, Tucker Sanatorium. 
and 


HARVIE DeJ. COGHILL, A. M. E., 
Richmond, Va. 

In this paper we will simply attempt to in- 
troduce to the medical profession of Virginia 
the subject of a psychopathic clinic for children 
and young adults of the schools, courts and 
charitable organizations of the State of Vir- 
ginia and City of Richmond. It is in no sense 


“Read at the fifty-second annual meeting of the Medical 
Society of Virginia, in Lynchburg, October 18-21, 1921. 
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our aim, at this time, to report anything other 
than a resume of our work. We believe that 
our effort is beginning to bear fruit and we 
expect at a later date to report more com- 
plete results. 

The object of the Medical College of Vir 
ginia in conducting this department of its dis 
pensary is to fill a gap in its clinical teach- 
ing of neurology and psychiatry and to round 
out its usefulness in the State and city. Our 
purpose is to sort these unfortunates accord- 
ing to their respective medical, intellectual and 
moral classification and to cause energy to 
be directed along the proper line, so that 
much time, money and needless labor will be 
saved to all concerned in their care. It might 
be of interest to know that this clinic is the 
only one of like character anywhere in the 
entire State. 

The clinic was established six or seven years 
ago by the School Board of Richmond for 
the benefit of school children only. [It was 
conducted in the dispensary of the college 
under the chair of medicine. Beginning with 
the session of 1920-21, it was put where it 
rightly belongs—under the chair of neurolog) 
and psychiatry. It has, during its history. 
developed, widened its scope and opened it: 
doors to all those whose minds are not de 
veloping normally. 

One of our main objects in this clinic is 
the instruction of medical students. Along 
this line we feel that we have already suc 
ceeded. Prior to the development of this de 
partment of the dispensary of the Medical 
College of Virginia, students had little op- 
portunity to observe, examine and hear dis 
cussed cases of feeblemindedness, early psy- 
choses of childhood, constitutional inferiorit) 
and their kin. Sections of the junior class 
attend the clinic for a period of six weeks 
each. They are instructed in determining the 
mental age of feebleminded patients by all the 
approved methods now in use, in examining 
and arriving at an opinion regarding the 


psychoses of childhood and early adult life. 


the emotionally unstable, the inadequate per 
sonality, the moral delinquent, and the socia! 
mist in general. Further, they gain exper! 
ence in handling these cases in regard to ad 
vice to school authorities, parents, heads of 
charitable organizations and judges of the 
juvenile and police courts. This experience 
is invaluable to men after graduation, as_ the 
general practitioner has many opportunities 
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for use of this knowledge and without actua! 
experience he is at sea. How many physicians 
in Virginia consider themselves competent to 
sit on a commission of borderline feeblemind- 
edness? Yet the situation arises very frequent- 
ly in every community where even a limited 
knowledge of this subject would be of invalua- 
ble aid. If we have succeeded in giving the 
students an outline of this knowledge, we feel 
that the clinic has accomplished much. Like- 
wise, the clinic functions as a school of ex- 
perience to public health nurses and psychia- 
tric social workers who are regular attendants. 
They assist in the follow-up investigations. 

The clinic is of value to the schools of Rich- 
mond in that a majority of the mental testing 
of pupils of the special classes is done at the 
clinic, grading of the pupil is established and 
advice as to the handling of the child is given 
the teacher and school nurse. Many duct- 
less gland disorders, intestinal parasitic infec- 
tions, congenital syphilitic conditions and other 
physical defects are detected, and the correc- 
tion of these often causes a marked improve- 
ment in the mental capacity of the child. For 
those cases of simple feeblemindedness who 
show no prospect of rising even to a fair 
mental level, the school authorities are advised 
to devote the greater part of their effort in 
teaching the child the manual arts rather than 
wasting time in the attempt to improve the 
intellect. The nervous, emotionally unstable 
school child, potentially a psychopath or neuro- 
path, if detected early and trained at home 
and in school may be saved an unhappy exist- 
ence. 

Prisoners and delinquents of the juvenile 
court of Richmond, in whom there is a suspi- 
cion of insanity, irresponsibility or feeble- 
mindedness, are referred to this clinic. The 
courts are in this way aided in meting jus- 
tice to those who come before them and the 
unfortunate is given a double chance. The 
court accepts the opinion of the clinic and 
many are thereby sent to the proper institu- 
tion for treatment, who, without the aid of 
this clinic, would spend many idle hours in 
jails or penitentiary. 

Charitable organizations, including the State 
Board of Charities and church societies, often 
seek the assistance of this clinic to help solve 
their problems. Most poverty and misery, as 
we all know, is either a direct or an indirect 
result of feeblemindedness. It is usually the 
moral delinquent depending on feebleminded 
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ness, or the feebleminded children of these de- 
linquents, who are handled for the charitable 
organizations. These individuals at the clinic 
are Classified and directed in the proper chan- 
nel. These defectives are a drain on the moral 
and economic efficiency of the community and 
their safe keeping in state institutions is e 
blessing. 

Another source of our material is the State 
Reformatory, at Laurel, and the Virginia In- 
dustrial Home for Girls, near Richmond. ‘The 
inmates of these institutions are all delin- 
quents, per se, and it is found that not a few 
of them should be in institutions for treatment 
rather than in schools of correction. 

The quantity of material is more than can 
be handled in the time allowed by the college 
schedule, consequently the school authorities 
are limited as to the number of children they 
may bring each day, as the examinations are 
thorough, and we have found that to do effi- 
cient work and justice to each case, our mate- 
rial must be limited in quantity. 

The average number of new cases per clinic 
is about four, the average number of old cases 
for further examination and advice is about 
the same. The total number of cases handled 
throughout the year is about three hundred. 
During the summer months the clinic is closed 
us the material from the schools is not obtain- 
able. However, cases referred for an opinion 
during the summer are handled by the regu- 
lar department of neurology and psychiatry, in 
the dispensary, which meets the entire year. 

Our cases are roughly grouped into four 
classes : 

1. ‘THe Simpie Derecrive. 

In this class fall those cases of mental deti- 
ciency who are congenitally below the normal 
standard intellectually, and who show, on rou- 
tine examination, no cause for their feeble- 
mindedness. The mental level of these indi- 
viduals varies all the way from idiocy to that 
of the high grade moron. Many, and in fact 
most of them, are of the docile type; however. 
we very often encounter those with criminal 
tendencies. The low grades are a source of 
much trouble and worry to those who are re- 
sponsible for them and should be committed 
to the feebleminded colony. The middle grades 
of the feebleminded, without criminal tenden- 
cies, as a rule, can be taught a simple trade 
and may make at times excellent laborers or 
servants and frequently are fairly productive 
useful members of society. 
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2. Tue Derective DELINQUENT. 

The defective delinquent is usually a moron 
or psychopath, and, although they are fewer 
in number, they present the greatest menace 
to society. The feebleminded delinquent with 
criminal tendencies is frequently the tool of 
amore intelligent criminal and is easily led 
and made to do the criminal acts for others’ 
profit. This type is always recommended for 
commitment to an institution for the feeble- 
minded. Moral delinquency, more often than 
not, depends on feeblemindedness or psycho- 
pathic personality. The young defective is 
taught various sexual habits, not infrequent- 
ly those of sexual perversion; young girls are 
led astray and are made mothers of feeble- 
minded offsprings. These individuals are su- 
perficially bright and it is hard to convince 
the laity, and at times physicians, that they 
are feebleminded or psychopathic and _ that 
they should be committed to an institution. 

3. Borpertine INsaniry States. 

These furnish less of a problem in this clinic 
than the aforementioned. However, potential 
vases of dementia praecox and the constitu- 
tional psychopathic states are encountered. 
Proper occupation, improvement of environ- 
ment and careful observation are about all that 
can be accomplished in handling this type of 
case in an out-patient department. 

4. JINDOCRINOPATHICS. 

Probably when we know more about the 
various glands of internal secretion we will be 
in a position to effect improvement in more 
cases of mental deficiency. However, even in 
the light of our present limited, though grow- 
ing, knowledge, we are able to recognize cer- 
tain types of endocrine dyscrasias in the feeble- 
minded and psychopath, which we have every 
reason to suspect are factors in their mala- 
dies, for the feeding of these gland substances, 
in which they are deficient, causes improve- 
ment. It has long been a well known fact that 
an absence of thyroid secretion causes a con- 
dition of feeblemindedness with physical de- 
fects known as cretinism. There is also recog- 
nized mental deficiency with various physical 
defects which depend on pituitary deficiency. 
This is usually the pre-adolescent hypopitui- 
tary type. Proper glandular feeding will often 
effect improvement. The authors believe, with 
many authorities, that the undersecretion of 
other ductless glands causes deficiency in 
mental as well as physical development. <A 
great many cases of endocrine dysfunction 


VIRGINIA MEDICAL MONTHLY. 


[January, 


come under observation in this clinic and we 
have been able to effect striking improvement 
in a number of them. These cases are given 
mental tests from time to time and we must 
say that we are more than gratified with our 
results. 

The examination comprises physical, includ- 
ing complete neurological, laboratory and 
psychological investigations. The person who 
brings the child, whether it be school teacher. 
school nurse, social worker or parent, is re- 
quired to furnish complete history of the birth. 
development, family history, past history, en- 
vironment, living conditions, social and moral 
history, history of progress in school work 
and economic efficiency. Each patient is 
stripped; a complete examination of heart, 
lungs, abdomen, genitalia, skin, mucous mem- 
branes, throat, teeth, hair, eyes (including 
fundi), station, gait co-ordination, all reflexes, 
muscle power and sensation is made. The 
patient is weighed and measurements are made 
if they appear abnormal. Laboratory examina- 
tions are routine on serum Wassermann, stool. 
urine, differential smear and haemoglobin. 
Other laboratory examinations, such as blood 
sugar, lumbar puncture and X-ray are done 
when indicated. 

Psychological Examination. After gaining 
the confidence of the child, the psychologist 
applies the Stanford Revision of the Binet- 
Simon tests, in order to gauge the mental level. 
If there is marked speech defect, deafness, illit- 
eracy, or an alien tongue to deal with, other 
tests are applied, such as the Goddard, Nors- 
worthy, Witmer form-boards, Porteus maze 
tests, or some one of the army performance 
tests. If there is reason to suspect emotional 
instability, the Woodworth test is applied. 
Borderline cases of insanity and psychopathic 
personalities are given both free and con- 
trolled association tests—the Kent-Rosanoff 
Association test being the most reliable. 

Personal knowledge and general information 
are tested both in conversation and by the ap- 
plication of the Blin-Damaye and Fernald 
General Information tests with variations ap- 
plicable to the case at hand. 

With this data in hand, the psychologist 
then proceeds to make a more or less qualita- 
tive study of the child from the history which 
accompanies him from school, court, institution 
or the home and submits his findings to the 
chief of the clinic. 

Upon ‘the completion of all examinations in 
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each case, the history is reviewed and dis- 
cussed by the physician in charge of the clinic 
and the psychologist, in the presence of the 
students, social workers and other observers. 
Recommendations as to disposition are then 
made to those who are responsible for the 
patient. 

Our chief ambition is that this clinic, main- 
tained as we believe in the most approved 
manner, may be an incentive for the establish- 
ment of similar clinics in the other cities of 
the State, so that the problem of the feeble- 
minded may be co-ordinated throughout the 
State, looking toward the future benefit of our 
citizenship. 

212West Franklin Street. 





TREATMENT OF SYPHILIS OF THE CEN- 
TRAL NERVOUS SYSTEM.* 


By DUDLEY C. SMITH, B. S., M. D., 
University of Virginia, Charlottesville, Va. 

The vast majority of cases of syphilis of the 
nervous system treated at the present time are 
in late stages of the disease. In fact, it is a 
prevalent idea that neurosyphilis is a late 
manifestation. It is true that most cases of sy- 
philis do not show Argyll-Robertson pupils, 
loss of knee-jerks, ataxia, psychiatric disturb- 
ances, apoplexy, etc., in the early stages. 
Nevertheless, the pathological process usually 
begins in the nervous system early. The tre- 
ponema gain entrance to the blood stream 
shortly after the initial inoculation, and it is 
at this time that the “seed are sown,” which 
are later reaped as tabes dorsalis, paresis, op- 
tic atrophy, paralysis, ete. 

The treponema pallida cause a slowly pro- 
gressive reaction in nerve tissue as well as in 
other tissues. But this reaction can be de- 
tected before there is irreparable damage done 
if it is sought properly. Every case of syphi- 
lis should have a very complete examination 
before being discharged. From a neurologi- 
cal standpoint, this includes sensorimotor ex- 
amination, repeated serum Wassermanns, and 
spinal fluid examination. The latter, spinal 
fluid examination, is the most important in 
recognizing involvement of the nervous system 
in its incipiency. In some cases it is the only way 
in which early involvement is detected. For 
this reason it is advisable to do a routine lum- 


*From the Medical Service, Division of Dermatology and Sy- 
philology, -University of Virginia Hospital. 

Read at the fifty-second annual session of the Medical 
Society of Virginia, Lynchburg, October 18-21, 1921. 
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bar puncture and spinal fluid examination on 
every case of syphilis. Approximately twen- 
ty-five per cent of all untreated and poorly 
treated syphilitics have cerebro-spinal involve- 
ment. All the burden of diagnosticating 
neurosyphilis should not be thrown on the 
spinal fluid examination. The general practi- 
tioner, internist, surgeon, obstetrician, oculist, 
and other specialists should be able to recog- 
nize the early clinical manifestations of inva- 
sion of the nervous system by the treponema 
pallida. 

The characteristic first change found in any 
tissue due to action of treponema pallida is a 
perivascular small round cell infiltration, and 
nervous tissue is no exception. At this stage 
intensive general therapy will be all that is 
ne essary in about ninety-eight per cent of 
cases; the organisms are not out of reach of 
the treponemacides. .Where the process is not 
checked, there occurs thickening of the vascu- 
lar structures and proliferation of the inter- 
stitial connective tissue. The vascular obstruc- 
tion and protection of the treponema by the 
increase in connective tissue makes treatment 
at this stage more difficult, and general anti- 
syphilitic therapy does not suffice. 

In beginning the discussion of treatment 
proper, it should be emphasized that preven- 
tion is a much loftier goal than cure. Early 
diagnosis of syphilis and intensive treatment 
will prevent the vast majority of neurosyphi- 
litics. A few “shots” of arsphenamine and 
mercury pills may cause the disappearance of 
the patient’s complaint, but do not constitute 
a cure and do not prevent later lesions. An 
inadequately treated syphilitic had probably 
best never have consulted his physician. It is 
thought by some that a “little” treatment, by 
causing less immunity reaction on the part of 
the body, has a tendency to increase late ner- 
vous involvement. The complete eradication 
of the treponema from the human body re- 
quires that treponemacides be kept in a high 
concentration in the body over a rather long 
period of time. To repeat, prevention of 
neurosvphilis by destroying the foci in the dif- 
ferent tissues of the body should be our aim. 

Due to the prevalence of the disease, it is 
impossible for the syphilologists to handle the 
problem of treatment of all syphilitics; and, 
besides, the general practitioner with a small 
amount of preparation can safely and. ade- 
quately treat a large percentage of cases of 
syphilis. Therefore, it is his responsibility 
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to prevent so many syphilitics becoming neu- 
rosy philitics. 

A discussion of the treatment of syphilis of 
the central nervous system includes a descrip- 
tion of the methods used to treat any case of 
syphilis, and in addition, certain forms of 
neurosyphilis require description of special 
methods. As indicated above, a number of the 
cases of early involvement need only intensive 
general antisyphilitic treatment. The cases of 
early involvement which do not respond to 
general treatment and practically all late cases 
of syphilis of the central nervous system re- 
quire intraspinal treatment. 

All persons with neurosyphilis can not be 
handled in a routine way, but it is best to have 
a routine to follow in the average person, and 
then to vary this as indicated. 

Without going into a discussion of the reas- 
ons for the routine used at the University of 
Virginia Hospital, I will outline it under two 
(livisions, general and direct. This outline has 
been adopted after experience with the various 
methods recommended. Sixty-seven cases 
have been treated and a total of two hundred 
and thirty-eight intraspinal treatments given 
since the introduction of intraspinal methods. 

GENERAL TREATMENT may be subdivided into 
mental, motor, tonic, symptomatic, and speci- 
fic. I will not discuss the first four subdi 
visions, regardless of their importance. 

Specific treatment consists of the use of 
arsphenamine, mercury and iodides. The usual 
procedure is to begin by giving the patient 
arsphenamine and potassium iodide. Arsphe- 
namine (0.4 gm.) is given intravenously for 
six injections at weekly intervals and also at 


OuTLINE oF Series OF TREATMENTS FOR SYPHILIS OF THE CENTRAL NERVOUS SYSTEM. 


General 


Week Direct (Intraspinal) 
{st sasssseun Apsphenamme and lodides ..............- 

ond .-.....---_. Arsphenamine and lodides. ---.--..--.---- Arsphenaminized serum. 
Pe a 

4th ................ Arsphenamine and Iodides ---------------. Arsphenaminized serum. 
Sth ....-- === Mpepnetiamme and fodides =-............- 

GER on nnnenenes- Arsphenamine and Iodides --------------- Arsphenaminized serum. 
i a ee ee eee 
eee eS ee ee 

ee Mercury, Arsphenamine and lodides ------- Arsphenaminized serum. 
SOM. ances nnnnaus Mercury and To@ides ~~2.-...............- 

BOON cacet semua DEGRCUOT GEG TORIGRS 26 nnn rience 

EZER -2c2nnessam Mercury, Arsphenamine and Iodides ------.: Arsphenaminized serum. 
fa ee 

OS SSS Ue en eee 

15th-20th ------ a ee eee ae ae Rest 


The above outlines what is spoken of as a 
series of treatments.. A minimum of two series 
is given every case, usually more. At the end 








the times the patient returns for intraspinal 
treatment. The iodide is given in fifteen grain 
doses one hour after meals. Following the 
six weekly injections of arsphenamine, mer- 
cury is given for two months. Injections of 
soluble salt (bichloride) or insoluble salt sali- 
cylate) are preferred. If this is not practica- 
ble, mercurial inunctions are used. Iodides are 
continued during this period. At the end of 
the two-months’ mercury peried, all treatment 
is discontinued for one month. 


THE DIRECT OR INTRASPINAL TREATMENT COn- 
sists of injections of arsphenaminized serum. 
Blood (10-20 cubic centimeters) is withdrawn. 
allowed to clot for thirty minutes, then cen- 
trifugalized at high speed for ten minutes. 
Irom five to ten cubic centimeters of clear 
serum are obtained. To this is added the 
amount desired (0.4 mgm.—0.8 mgm.) of ars- 
phenamine in fresh neutral solution. This 
mixture is placed in water bath at a tempera 
ture of 56° C. to 60° C. for thirty minutes, 
at the end of which time the serum is realy 
for injection. After the removal of about 
twenty-five cubic centimeters of spinal fluid 
the serum is injected into the subdural space 
by gravity. These treatments are given during 
the second, fourth, sixth, ninth and twelfth 
weeks of treatment. 


I would like to emphasize one point in re- 
gard to the use of arsphenaminized serum in- 
traspinally which has been neglected. Serum 
arsphenamine mixture has a higher treponema 
cidal titre than simple or alkaline solution of 
arsphenamine, and albuminous substances are 
not secreted by the choroid plexus. 


of the second rest period a serum Wasser- 
mann is done and a spinal fluid examination 
is made. These findings, together with the 
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clinical conditions, determine the course of 
procedure. Some form of treatment for at 
least three years is necessary. Proper ex- 
aminations are made about every three months. 
From these findings it is determined whether 
or not to give more series of treatments. 
There are cases of.syphilis of central ner 
vous system which do not respond beyond a 
certain point to any form of treatment. The 
therapeutic procedures are tin’ consuming and 
cause more or less discomfort. It is sometimes 
a question whether or not it is best to leave 
the patient with an abnormal spinal fluid or to 
subject him the rest of his life to the discom- 
forts of treatments. Lind rightly says, “The 
beneficent therapeutist, then, proceeds cauti 
ously with this antisyphilitic therapy, feel 
ing his way along with one eye on the spinal 
fluid and the other on the patient himself, 
and does not let his furor therapeuticus blind 
him to the welfare of the patient.” On the 
other hand, vigorous treatment is the only 
way to prevent a progression of the process. 


SuM MARY. 


1. In syphilis of.the nervous system the pro 
cess usually begins soon after the initial i 


oculation. 

2. Early treatment of all syphilitics pre- 
vents most of the late manifestations of syphi 
I's in the nervous system. General practition 
ers should be able to treat safely and adequate 
lv a large percentage of cases of syphilis. 

3. The earlier a case of neurosyphilis is 
diagnosed the better the therapeutic results 
to be expected. 

1, Preponderance of opinion favors the com 
bination of general and intraspinal treatment 
of syphilis of central nervous system. 
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Discussion 

Dr. R. Finley Gayle, Richmond: | am glad to 
say that Dr. Smith’s idea in regard t@ the treat 
ment of neurosyphilis more or less coincides with 
my own. In a large number of cases of spinal 
syphilis, both in our private and clinical service, 
we use a combination. of intravenous and intra 
spinous salvarsan in those cases which have 
positive fluid Wassermann, increased cell count 
and globulin. Our results have been quite satis 
factory. It is our rule to give these cases a series 
of six intravenous and intraspinous treatments at 
an interval of a week. The patient is then given 
a rest for two months during which time mer 
cury and the iodides are administered Wasse1 
mann test of blood and fluid are again made and, 
if they prove to be positive, another series of si» 
treatments is given, but, should they be negative 
the patient is allowed to rest for six months. lf 
negative at this time, the patient is allowed to wait 
a year and if again negative is allowed to wait 
two years, and so on. If at any time, 
either in blood or fluid is positive 


{ 


another series of six treatments is given. We fine 


weve! 


he seroiogy, 


that those cases who carry out instructions to th 
letter and who report for treatment when re 


quested do very well. 


ADENOMA OF THE PITUITARY: RE- 
PORT OF FIVE CASES.* 


B JAMES W. HUNJUER, JR M \ M. D Norfol \ 


It is my privilege to report on this oc- 
casion a series of five cases of brain tumor, all 
of which can, I believe. be definitely diag 
nosed as adenoma of the pituitary. It is es- 
pecially my privilege to exhibit the roentgeno 
graphic evidence and to discuss this, and the 
clinical findings in some detail. Of these five 
cases, three died following operation, one is 
living some three years after operation and of 
one we have lost sight. Three of these cases 
two were males. The youngest 
the oldest was fifty- 


were females; 
Was nine years of age: 
three. 

Case 1.—Miss W., referred by Dr. H. L. 
Myers, December 10, 1917. Family history 
practically negative. except that all members 
suffer with headaches and that her mother has 
had one still birth and one miscarriage. Pa- 
tient’s birth normal. Age 24. Has had usual 
(liseases of childhood. Complains of severe 
headaches, with which she has suffered for 
many Has lately had 
trouble with her vision and has had to have 
her glasses changed repeatedly with no re- 
lief. Has lately begun to grow very fat. 

Examination shows a young lady of more 
than everage intelligence, quite fleshy. but no 
other deformity. Examination of the fields of 


years. considerable 





.*Read at the fifty-second annual meeting of the Medical So 
ciety of Virginia, at Lynchburg, October 18-291, 1994 








564 


vision by Dr. Myers shows a bitemporal hemi- * 
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Fig. 1. Showing the fields of vision of Case 1. 

anopsia (Fig. 1). No examinations made of 
tolerance to levulose or other sugars; no 
especial examination of the endocrine organs. 
Skin clear. A roentgenogram of the lower 
portion of the cranial cavity shows a diffuse 
infiltration, as of a tumor, measuring 55 mm. 
x 22 mm. The remains of the sella turcica 
are with difficulty made out, the cavity being 











Showing roentgenogram of sella region in Case 1. 


Fig. 2. 


about 10 mm.x 8mm. (Fig. 2) No roentgeno- 
graphic examination of the fingers. 

The case was referred to Dr. W. E. Dandy. 
At the operation, February 7, 1918, the fol- 
lowing findings were noted: “The skull was 
not abnormally vascular nor thick. The dura 
was exceptionally tense, perhaps more vascu- 


VIRGINIA MEDICAL MONTHLY. 


[ January, 


lar than normal. The cortex showed distinct 
convolutional flattening. No fluid in the sub. 
arachnoid space. Considerable bulging. Ex- 
ploration revealed a tumor mass extending up 
into the middle and anterior fossae behind the 
optic nerves and the olfactory bulbs. It was 
not at all cystic. No accumulation of fluid 
about it. It was very cellular and through it 
ran the tributaries of the carotid, usually seen 
on the outside *of the tumor.” Death 
curred the same day. No autopsy. 

Case. I].—Mrs. S., referred by Dr. H. L. 
Myers, February 5, 1918. Widow, 53. Family 
history was not obtained. Complains of grad- 
ual impairment of sight. No increase of flesh. 
No especial headaches. No other symptoms. 


Oc- 


Examination shows a lady of rare intelli- 
gence, medium stature, well nourished, but no 
excess of fat, clear skin and an appearance of 
being much older than the age as stated. No 
special examination of the fingers; no spec- 
ial examination for tolerance to the sugars; no 
special examination of the endocrines. Ex- 
amination of the fields of vision, September 
12, 1917, by Dr. Myers shows a considerable 
reduction of the outer vision in the left eye. 
(Fig. 3). On January 16, 1918, the fields were 
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Fig. 3. Case 2. Fields of vision Sept. 12, 
much smaller with a notch in the upper and 
outer quadrant off the left eye. The blue 
fields were very small; the reds were exceed- 
ingly small and showed a distinct bitemporal 
hemianopsia. (Fig. 4). The roentgenologi- 
cal examination shows an exceedingly large 
and especially finely defined sella turcica, 
measuring 22 mm. x 15 mm. with an inter- 
clinoid distance of 9 mm. No other evidence 
of tumor. (Fig 5). 
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Fig. 4. Case 2. Fields of vision Jan. 16, 1921. 
The patient was referred by Dr. Myers t» 


Dr. W. E Dandy for operation, which occurred 




















Roentgenogram of Sella Turcica. 


Fig. 5. Case 2. 


on May 8, 1918. The cortex was found to be 
normal in appearance except for a slight col- 
lection of cerebrospinal serous fluid in the sub- 
arachnoid space toward the center of the ex- 
posed area. The vessels were not unusual in 
appearance. A bulging was made out anterior 
to the optic nerve, which proved to be an 
hypophyseal tumor, which was encapsulated. 
In order to remove the tumor to better ad 
vantage, it was necessary to transect the optic 
nerve. This displayed the suprasellar growth, 
which occupied a small excavation lying pos 
terior to the optic chiasm and apparently com- 
municating with the intrasellar growth of like 
kind. Some venous oozing was encountered 
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+but no serious hemorrhage occurred. No 
microscopical examination. 

The patient survived the operation, but 
gradually lost her entire sight. She died about 
two months after returning home. No autopsy. 

Case III. Mr. K., referred by Dr. H. L. 
Myers, July 10, 1918. Unmarried, 28, sten- 
ographer. Family history unobtained. Com- 
plains right eye; which has troubled him since 
birth. His left eye has troubled him for twelve 
years. Has always been troubled with more 
or less crossing of eyes. No history of in- 
crease of flesh; no special history of headaches. 

Examination shows a well nourished young 
man, of medium build, with no especial fea- 
tures of the face or hands, though on account 
of his occupation there would probably be a 
trade change rather than an organic one. No 
special examination of the endocrine systent, 
nor of a tolerance to the sugars. In short, Mr. 
K. presents all of the characteristics of a nor- 
mal nian of his age and, without the history of 
eye trouble, would have passed unobserved. 

Examination of the fields of vision by Dr. 
Myers, however, shows a complete bitemporat! 
hemianopsia. The inner field of the right eye 
is almost normal; that of the left greatly con- 
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Fig. 6. Case 3. 


Fields of vision before operation, 


pecially contracted, particularly on the left, 
where they appear very small. (Fig. 6). The 
roentgen examination shows, as in the case of 
Mrs. S., an exceedingly finely defined sella tur- 
cica, but more so and somewhat larger, measur- 
ing 25 mm. x 17 mm. with an interclinoid dis- 
tance of 11 mm. No other evidence of tumor. 
(Fig. 7). 

The patient was referred by Dr. Myers to 
Dr. Dandy for operation. This occurred on 
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August 13, 1918. A low craniotomy flap was 
turned down and the hypophysis readily ex- 
posed, a considerable amount of cerebrospinai 




















Fig. 7 Case 3. Reontgenogram of Sella Turcfca. 
fluid being obtained in the neighborhood. 


The tumor itself was small, of a pale pink col- 
or and pointed between the two optic nerves 
In order to remove it entirely, the right opti: 
nerve was cut. The capsule was quite friable. 
In the center of the tumor there was probably 
a dram of clear fluid. The tumor itself was 
of the usual type of adenoma of the pituitary. 

The patient is alive and doing well, though 
the sight of the right eye has been lost. Ther. 
was a marked contraction of the field of vis 
ion of the left eye just after the operation. 
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Mrs. X., referred by Dr. W 
White, 


For several months 


also the name). 
EK. Driver during the fall of 1919. 
age about 30, married. 


4 








Fig. 9. Case Fields of vision, Final result 
gradually getting worse. At first her eye- 
had entirely failed: lately her hearing; now 
she is entirely blind and almost entirely dea! 
No family history obtained. 

Examination shows a woman fairly well 
nourished, but no evidence of superflous fat : 
no especial hypopituitary symptoms; entirel\ 
blind, quite deaf and very ignorant. It was 
somewhat difficult to make the patient under 
stand what was wanted, but. once she under 
stood, the directions were perfectly executed 
So rapid had been the onslaught of the trou 
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Fig. &. Case 3. Fields of vision after operation. 

(Fig. 8). This has now increased and the 

patient enjoys fairly good sight. (Fig. 9). 
Case IV. (My notes have been misplaced: 


Roentgenogram of sella region 


Fig. 10. Case 
ble that syphilis was suspected, though a care 
ful questioning both of the patient and her 
husband yielded a negative answer. Never 
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theless, at my suggestion, antiluetic treatment 
was tried by Dr. Driver with a negative re- 
sult. No examinations were made of the pa- 
tient’s fingers, her sugar tolerance, nor of her 
thyroid or adrenals. The roentgen examina- 
tion of the lower portion of the patient’s cran 
ial cavity revealed, as in case I, a shadow, as 
of a tumor, measuring 42 mm. x 27 mm. The 
sella turcica itself is rather faintly visible and 
measures approximately 18 mm. x 12 mm. 
with an interclinoid distance of 5mm. (Tig. 
10). 

The patient left Dr. Driver’s care seeking 
aid elsewhere. Neither Dr. Driver nor I has 
heard from her since, but I think that we may 
reasonably conclude that, on account of the 
rapid onset of the symptoms and the amount 
of the brain involved, death 

Case V. David B., referred by Dr. R. L. 
MeMurran, March 12, 1921. White, 9 years 
old. No family history obtained. Several 
months ago had an injury on the left side of 
his head. In fall of 1919 was sent home from 
school by his teacher for an examination ol 
his eyes. At that time Dr. R. L. MeMurran 
referred the case to Dr. B. R. Kennon, who in 
turn sent him to Dr. Geo. E. de Schweiniiz 
for observation. Under the care of Dr. de 
Schweinitz from May 13 to early part of June, 
1920. Has lost entire vision of left eye and 


soon occurred. 





Si fS 3 


- - 
te “4 ” ; 
A 






“Se \e 
Dave nih 


A 


C150 PveersHED my 


PHIL AOE LOMA 











Fig 11. Case 5 Field of vision right eye, May 13, 1920 
(Courtesy of Dr. deSchweinitz.) 


one half vision in right eye due to optic atro- 
phy. No special history of headaches or other 
pituitary symptoms. 
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When seen by Dr. de Schweinitz on May 
13, 1920, the right eye gave a 5/20 vision; the 
left eye, no light perception. Right pupil, 4 
mm. prompt light reaction, disk greenish in 
color and moderately capped, some suggestion 
of displacement of the vessels; a rim of cho 
roidal atrophy surrounded the disk; through: 
out the eye-ground moderate granular pig- 
mentation. Left eye similar, more advanced 
Wassermann negative; no test of 
basal metabolism, sugar tolerance, etc. Place 
upon pituitary extract. but no special im- 
provement. (Fig. 11). 


Examination shows a well nourished child, 
of good complexion, normal size and remark 
ably bright. Aside from his eye complaint, 
he feels well and apparently suffers no other 
discomforts. Execution of 
co-ordination perfect. To give one example: 
The boy wore an olive drab coat, upon whose 
sleeves had been braided captains’ frogs. 
It seems that he had been taught to salute Iy 
Dr. de Schweinitz. Upon being told Ly his 
father to salute me, he immediately assumed 
the position of attention and executed the move- 
ments with as much grace as, and more agility 
than, many of our veteran officers. 


process. 


movements and 


The roent 
venological examination reveals a shadow, a: 
of a tumor, cceupying the lower portion of 
the brain. measuring 55 mm. x 20 mm. and 














Fig. 12. Case 5. Roentgenogram of Sella Turci 


extending downward into the sella turcica. 
which measures 15 mm. x 12 mm. while at its 
upper portion, in the neghborhood of the pons, 
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is a deposition of lime salts measuring 6 mm. 
x 8 mm. (Fig. 12). 

A hopless prognosis was, accordingly, given. 
About two weeks later Dr. Dunn, of Rich- 
mond, was consulted. He corroborated our 
opinion. Nothing further occurred until about 
the sixth of April, 1921, when the father called 
at my office to say that blindness was com- 
plete. He urged surgical intervention. At 
my suggestion Dr. McMurran referred the 
case to Dr. Dandy. 


The operation was done in two stages. At 
the first stage, April 16, 1921, the dura was 
found to be very tense, but nothing could be 
seen showing through it. An ounce or two of 
clear fluid under pressure was obtained by a 
ventricular puncture. The dura was _ not 
opened. At the second stage, April 26, 1921, an 
ounce and a half of clear fluid was obtained by 
ventricular puncture, but not sufficient to war 
rant the opinion of a hydrocephalus. An at 
tempt to explore the hypophyseal region was 
attended with a severe hemorrhage. ‘The 
brain was retracted with a spatula. The ol 
factory tract was divided. Soon one saw the 
right optic nerve with the internal carotid 
artery just behind it and a huge bluish round 
ed mass as large as a lime anterior and media! 
to it. Further exploration showed the left 
optic nerve on the other side of the mass. It 
went behind and below the optic nerves as 
well as to each side. It was opened but no 
fluid obtained, only a yellowish red solid tu- 
mor. This was removed en block, a large 
part being calcified as noted in the roentgeno- 
gram. The tumor was very friable, of a yel- 
lowish color and contained several cysts. Fro- 
zen sections showed it to consist of many acini 


lined with low colloidal epithelium, probably 


an adenoma. The patient’s condition bad be- 
come precarious. Death occurred three hours 
later. No autopsy. 

It will be noted that all of these cases pri 
marily complained of failing vision. In tw 
cases there was a complete bitemporal hemi- 
anopsia for all of the colors; in one there 
was a greatly contracted field of vision for 
either eye with a bitemporal hemianopsia for 
the blue and red; in one there has been a grad- 
ual loss of sight, that of the left eve being 
entirely gone when seen and a temporal hemi- 
anopsia in the right, the blindness becoming 
total in time; and in one. case TV. a complete 
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blindness existed when seen. This will, | 
think, serve to emphasize the need of map- 
ping out the fields of vision in all doubtful 
cases. Indeed, it was this alone, combined with 
the sudden acquisition of fat, that led Dr. 
Myers to refer case I to me. The patient stst- 
ed quite positively that her glasses had hai 
to be changed many times and it was this con- 
sequent change that led her to be referred to 
Dr. Myers. It is furthermore to be noted that 
in case II there is a distinct notch in the outer 
and upper quadrant of the fields of vision. 
Cushing, in his book on the pituitary, men- 
tions it in some of his cases, though he does 
not emphasize the finding. But to me it would 
seem most suspicious and especially to be 
noted. 

To explain the physical phenomena under 
lying the failing vision or bitemporal hemi- 
unopsia, it will be necessary briefly to review 
some of our anatomy. We shall remember that 
beginning at their deep origin in the optical 
centers the optic tracts trace their super‘icial 
origin from the corpora quadragemina and 
optic thalmi and, passing downward and in 
ward, cross the tuber cinereum in relatively 
close approximation to the infundibulum and 
proceed anteriorly to a decussation, which is 
just in front of the infundibulum and quite 
near the sella turcica. It is also to be noted 
that the decussation involves only the inner 
half of either tract, the fibres of the external 
portion of the right or left tract being distri- 
buted respectively to the right or left portion 
of either eye. If now we should cut the optic 
tract before its decussation, we would get a 
loss of vision of the portion of the retina sup- 
plied by its fibres, or in case of the right tract, 
a temporal hemianopsia in the left eye and a 
nasal hemianopsia in the right and vice versa. 
If we cut the optic nerve after its decussation, 
we shall have a total blindness of the eye in 
question. If the cut is made at the decussa- 
tion, there results a bitemporal hemianopsia. 
This is exactly what we have clinically and is 
accounted for by the pressure anteriorly of the 
tumor. It is likewise seen that if the sight of 
an eye is lost in addition to the hemianopsia 
there is a lateral pressure. 

In one of our cases (and perhaps others) 
it will be noted that the patient complained of 
intense headaches; Miss W. supposed that hers 
were largely hereditary. But here again it 
should be noted that the question of pressure 
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plays an important part. We have lately 
heard much of the so-called pituitary head- 
aches and great clinicians have taken much 
time and pains to describe the particular kind 
and distribution. These clinicians have been 
so sure of their diagnoses that with them the 
examination of the sella plays only a secon- 
dary part. If the sella is normal, the pres- 
sure exists just the same; if the sella is rather 
small, the diagnosis is unquestioned; if reliet 
is afforded by pituitary extract, the diagnosis 
is established; if no relief is had, the diagno- 
sis can not be disputed. For my own part [ 
have felt that more is being put upon the pitui- 
tary than that gland can rightly bear. I feel 
that we have only approximately established 
a norm as yet. In my own experience the sella 
turcica should measure in the average adult 
about 12 mm. in length and from 8 to 10 mm. 
from above downward, with an interclinoid 
space of 4 mm., as viewed upon a properly ex- 


posed roentgen plate; but the more cases I see, 


the more doubtful I am, more especially as the 
technique of exposure is being changed and 
varies with the individual roentgenologist. 
Be this as it may, however, a rapidly growing 
tumor of the pituitary, whether of the pars 
anterior or of the entire gland, will certainly 
cause a pressure upon the remaining sella and 
headaches must ensue. But again it must be 
noted that, though the narrowing of the in- 
terclinoid space is looked upon as an explana 
tion of essential epilepsy. the epileptics direct- 
ly resulting from hypophyseal tumor are fey 
indeed. 

The remaining symptoms usually associat- 
ed with the classical symptom-complex of 
pituitary tumor must be explained upon the 
action or non-action of the gland itself. A 
growth of the gland is said to be associated 
with giantism and acromegaly. I recently saw 
a case of acromegaly in consultation with Dr. 
W. B. Martin, in which there was a pituitary 
somewhat larger than the norm. The fingers 
were much distorted and greatly thickened. 
The sella turcica measured 17 mm. x 11 mm. 
Upon the other hand, a gradual inroad upon 
the gland by a tumor must give rise to those 
symptoms, which we have associated with a 
condition of hypopituitarism. In the case of 
Miss W. there had been an exceedingly rapid 
increase of flesh. Unfortunately, however, no 
means were at hand to study the other symp- 
toms, viz., the tolerance to sugars, the normal 
or subnormal temperature or pulse tension. 


the reaction to pituitrin and the thousand and 
one other features of hypopituitarism. 

Upon a careful review of our roentgen find- 
ings, we are led to the conclusion that two 
types of pituitary tumor exist ; those apparent- 
ly confined to the gland itself and by their 
pressure developing large and finely defined 
sellae turcicae; and those apparently involv- 
ing all of the adjacent structure and giving 
but a hazy outline of what apparently was 
the sella. In the cases of Mrs. S., Mr. K., anc 
David B., we found large and finely defined 
sellae turcicae. These have come to operation 
and the findings are definitely proved. In the 
cases of Miss W. and Mrs. X., however, there 
is an apparent absorption of the bony frame- 
work and shadows, as of a tumor of the brain. 
Miss W. came to operation and proved the 
diagnosis. The total blindness and progres 
sive deafness of Mrs. X., together with a 
demonstrable enlargement of the sella turcica, 
leave no doubt in my mind as to the real na 
ture. To this we must add that the case of 
David B. was not confined to the sella turcica, 
that there was a distinct appearance, as of a 
tumor, and a deposition of lime salts. This 
also was proven upon operation. So that we 
shall consider that the tumor may arise from 
the pituitary or from a portion of the sur 
rouding brain and secondarily involve this 
gland. 

It will be noted that in all of the four cases 
operated upon a hypophyseal tumor was re- 
moved and each was surrounded by a capsule. 
In the case of Mr. K. there was a dram of 
clear fluid in the center; in David B. the tu- 
mor consisted “of many acini lined with a low 
colloid epithelium”. In all the cases the diag- 
nosis was that of adenoma. This leads us to 
a consideration of just what the growth is. 
Both Cushing and Ewing describe a condition 
of hyperplasia of the para anterior, in which 
the chromophore or neutrophilic cells pre 
dominate. These conditions often produce a 
hernia of the surrounding capsule. This ex- 
plains the presence of fluid. The tumor has 
merely become cystic. On the other hand. ac- 
cording to Ewing, some of these hyperplastic 
conditions pass into a state of malignancy or 
adenomatous carcinoma. Histologically. there- 
fore, the tumors are benign. Clinically they 
run a malignant course. The explanation is 
that the normal cells of the pars anterior have 
been destroyed by a pressure; and it is this de- 
struction of the gland and the pressure upon 
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the optic chiasm and other portions of the 
brain and its appendages that lead to the 
complicated symptom-complex, which we have 
heen discussing. 

The diagnosis, therefore, is placed wholly 
upon the clinical and roentgenologic val find- 
ings. It is placed entirely upon a failing vis 
ion or bitemporal hemianopsia, an enlarge- 
ment of the sella turcica and any other marks 
of an involvement of the hypophysis. It is, of 
course, the oculist, from whom the patient 
tirst seeks relief, and I do not think that I 
exaggerate when I state that the fields of vis- 
ion in every suspicious case should be mapped 
out. A narrowing of the fields or a bitemporal 
hemianopsia is at least suggestive. This leads 
directly to a roentgenologics al examination of 
the sella turcica. If this, in turn, is enlarged 
or eroded, the diagnosis is most certain; and, 
to be perfectly frank, it is as certain as any 
diagnosis that we may make outside of an 
operation or autopsy. 

It will also be noted that of our cases three 
are dead, one probably dead and one living. 
This leads invariably to the conclusion that 
in adenoma of the pituitary we have a condi 
tion.that is rapidly fatal. A few cases, as that 
of Mr. K., can undoubtedly be saved by opera 
tion. But this is not without its defects. The 
removal of the mass is often so difficult that 

portion of the optic tract or optic nerve has 
to be sacrificed. In the case of Mrs. S.. the 
patient became completely blind before her 


death. Some sacrifice had also to be made in 
the case of Mr. K., but the surgeon wisely 


concluded that a sacrifice was more than justi 
fiable. This should lead us to an effort for the 
varliest diagnosis and, if operation is to be 
sought, it should be sought before any 
siderable damage had been done to the sub 
stance of the brain. 

I have quoted quite extensively from the 
operative notes in all of our cases, upon which 
Dr. Dandy has operated. He uses the subtem 
poral route in the hope of radically removing 
the tumor. It is thus recognized that the old 


con 


operation of relieving the pressure. first 
through the nasal, afterward through the 


frontal, approach to the sphenoid. was at be. 


only palliative. This combined with the oper- 
ution of a single or double decompression 
could only relieve the pressure. The tumor 
continued to grow. With the therapeutic pro- 
cedure of feeding the patient upon pituitary 
ov other endocrine extracts, either 
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without operation, 1 have had no experience, 
though this is to be noted that in the case of 
David B. no result was obtained. Cushing in 
his excellent book strongly advises it. Nor 
have I had any experience with deep roent- 
gen or radium therapy. Personally, 1 can see 
but little that can be accomplished, as the num 
ber of areas, by which the hypophysis can be 
reached in roentgen therapy, is limited to 
two and, as the gland lies deep, much 
must be penetrated. In the admission of 
radium, however, into the drainage area and 
leaving it there for some hours or inserting the 
radium into the tumor itself by means of 
needles, as advocated by Pancoast, I can 
some hope; and it is my earnest wish that 
such an opportunity will ‘be afforded. 

My thanks are due to Dr. H. L. Myers, to 
Dr. W. E. Driver, to Dr. R. L. MeMurran, to 
Dr. Geo. E. de Schweinitz and to Dr. W. F. 
Dandy, without whose kindly co-operation this 
paper could not have been presented. 
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PROSTATECTOMY UNDER LOCAL ANES- 
THESIA; REPORT OF SIXTEEN CASES.* 


By T. J. HUGHES, M. D., Roanoke, Va. 


After learning of the papers on prostatec 
tomy, by Dr. Bryan and Dr. Neff, which are to 
follow, I have omitted the discussion in de- 


tail, of the etiology, pathology and symptoma- 


tology of this condition, knowing that these 
general considerations will be thoroughly tak 
en care of in their papers. 

No class of surgical risks demands more con 
sideration in diagnosing, and preparing for 
the operative procedure that will offer relief 
of a distressing condition, than does enlarge- 
ment of the prostate. The following condi- 
tions almost invariably present an unfavora- 
ble surgical risk: 

Ace. The patient is burdened with the in- 
firmities of age, being rarely under sixty and 
more often above sixty-five years. The gen- 
eral debility, renal insufficiency, and _pro- 
nounced arteriosclerosis, incident to advance: 
age, coupled with general infection of the uri- 
nary organs, in many of these cases, render the 
prospects for good results unfavorable. 

Tue Kipneys, which are rarely good in 2 
man of that age, have been subjected to the 
evil influence of a train of long standing con- 
ditions, such as back pressure of an infected 


*Read at fifty-second annual meeting of Medical Society ol 
Virginia, in Lynchburg, October 18-21, 1921 
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alkaline urine. causing cystitis, pyelitis, pyone- 
phrosis or pyelonephrosis, in many cases. 

Tue Heart is usually the victim of myocar 
dial changes, due to the prolonged strain inci- 
dent to the back pressure on the kidneys, re- 
sulting in varying degrees of dilatation, insuffi- 
ciency and valvular lesions. The blood pres- 
sure is usually high, the vessels sclerotic; in 
fact, the picture is one of contraindication to 
a major surgical operation, yet the condition 
is one of mechanical obstruction, for which 
only surgery offers relief. 

Prostatectomy has been and is being done 
under local anesthesia, by a few men, with 
varying degrees of success; hence the writer 
is laying no claim to the origin or perfection 
of this technique. My apology for reporting 
this small series of cases is to register a plea 
for a more general investigation of its merits, 
as compared with general anesthesia, in prop- 
erly selected cases. 

The advantages of local, over general anes- 
thesia, in these cases may he summed up as 
follows: 

1. Shock, in my experience, is much less. In 
the sixteen cases reported here, none required 
active treatment to relieve or combat shock. 

2. Kidney function is not lowered. Water. 
which has been forced in the preparatory treat- 
ment, is continued during and after operation: 
proctoclysis was only employed in three of my 
cases, Where age and general debility were ad 
vanced. 

3. The patient is rarely nauseated after 
operation, hence taking of water and food is 
not suspended or reduced, and the strength 
and vitality gained by increased food and 
water before operation, is not lost while wait- 
ing for the stomach, kidneys, or other vital 
organs to regain the lessened function inci- 
dent to general narcosis. 

4. The patient is usually out of bed in from 
three to five days after operation, a point of 
considerable importance with these old people. 

With proper care and technique, I believe 
that pain experienced should not exceed that 
of hernia, under local anesthesia. and shock and 
nausea is not nearly as apt to occur. 

The situation then, resolves itself into a life 
saving operation under the most adverse cir- 
cumstances. The surgeon is confronted with 
the task of improving the condition of the 
vital organs as far as possible, and subsequent- 
lv, avoiding agencies or procedures that will 
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add to shock and interfere with the function 
of the already crippled organs. 

Before the advent of the two-state operation, 
the performance of prostatectomy was fraught 
with much greater danger. The preliminary 
cystostomy and drainage for several days ac- 
complishes much in relieving the kidney of 
back pressure, thus allowing its function to 
improve, as well as emptying the bladder of 
its residuum, and clearing up the infection 
present. In, in addition to this preliminary or 
preparatory step to the major operation of re- 
moving the gland, we can so perfect the tech- 
nique of local anesthesia, and thus avoid sub- 
jecting these old men to a general anesthetic, 
we will have advanced another step in reduc- 
ing the mortality in these cases. 

Several of the cases in my series stated that 
they experienced little or no pain in the enu 
cleation of the gland, and in no case was the 
pain claimed by the patient to be greater 
than they had experienced in catheterization. 

Preparatory TREATMENT. 

When possible, the back pressure is relieved 
by a permanent catheter in the urethra, 
through which are given daily irrigations of 
boric solution, followed by instillations of fif- 
teen per cent argyrol solution, to prevent or 
clear up infection. This relieves the pressure 
on the kidneys, due to damning back_the urine. 
and is capable of elimination one of the chief 
hazards of the operation by allowing the kid- 
ney function to improve. If a permanent 
catheter is impractical, drainage is establishe:| 
suprapubically. The patient is put on a uri- 
nary antiseptic and induced to drink large 
quantities of water, thus filling the contracted 
circulatory system, increasing the body fluids, 
promoting rest and sleep, and a decided gen- 
eral improvement of all of the bodily func- 
tions. 

Great care should be taken not to relieve an 
over distended bladder too rapidly, as the sud- 
den withdrawal of a large amount of urine 
might cause suppression, due to acute con- 
gestion of the kidneys. Sufficient time should 
be consumed in the preparatory treatment, to 
be sure that secondary congestion of the kid- 
is not going to follow the relief of the 


neys 
back pressure, or if it does occur, to allow 


it to clear up before the major operation is 
performed. 

The time required to secure the maximum 
hene‘ts from the preparatory treatment varies 
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from a few days to several weeks, and is gov- 
erned by each individual case. I believe the 
average is about one week. Frequent ex- 
aminations of the urine and systematic test- 
ing of the kidney function are our best guides 
in deciding when to operate. 


After instituting the preparatory treatment, 
the specific gravity of urine falls. After it 
has reached its minimum it begins to rise, 
which indicates restored metabolism and im- 
proved kidney function. With the rise in spe- 
cifie gravity, there is noted an improvement 
of the kidney function, evidenced by repeated 
phthalein tests. 

The anesthetic used in this series of cases 
was novocaine. The skin and underlying tis- 
sues, down to the bladder, are thoroughly 
anesthetized with a one per cent solution. 
While this is being done, an assistant is irri- 
gating the bladder with boric solution, through 
a catheter, which is left in the urethra. The 
bladder is moderately distended with this so- 
lution (boric), and the catheter clamped off, 
to prevent its escape. 

With the patient in the Trendelenburg po- 
sition, an incision from three to four inches 
in length is made through the skin, muscles 
and prevesical fat. The bladder being recog- 
nized through the prevesical space, the peri- 
toneum is reflected and held out of the way by 
retractor, to avoid entering the peritoneal cav- 
ity. The bladder wall is then in‘ltrated with 
a one to four hundred solution of novocaine, 
and opened just behind the pubic bone, the in- 
cision lengthened toward the fundus. 

The capsule of the prostate is then infil- 
trated thoroughly with the same solution and 
the enucleation of the gland is carried out by 
the usual method, the fore and middle finger 
of the right hand in the bladder and counter- 
pressure by the left finger in the rectum. The 
urethral catheter is left in place and a strip 
of gauze packed around it to control bleeding. 
A rubber tube is inserted and the end of gauze 
pack brought out by the side of the tube, and 
the bladder closed tight. The prevesical space 
is drained with a short piece of gauze and the 
skin closed in the usual way. The gauze pack 
and drain are both removed on the second or 
third day, and the bladder irrigated through 
and through once a day. Until the suprapubic 
tube is removed and the patient allowed out of 
bed, he is usually as dry as after any abdomi- 
nal operation. 
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The suprapubic tube is removed as soon as 
the patient can be up. The incision closes 
quicker if the tube is removed early. 

This series of cases were simple hyper- 
trophy of the prostate, the youngest being 
sixty-four and the oldest eighty-five years of 


age. ‘The shortest stay in the hospital. after 
operation, one week; the longest, one month, 


or an ‘average, sixteen days. ‘There were no 
deaths and all left the hospital greatly im- 
proved generally, and the bladder function 
good in each case. Since from eighteen to 
twenty per cent of enlargements of the pros. 
tate are malignant, great care should be exer- 
cised in determining the character of the 
growth and, if a malignant prostate is enucle- 
ated, radium or crossfire X-Ray should be em 
ployed immediately. 

A PLEA FOR THE EARLIER REFERENCE 

OF THE PROSTATIC.* 


By JOHN H. NEFF, M. D., 


University, Va. 


With the passage of years it has increas 
ingly become our conviction at the University 
of Virginia Hospital that the greatest obsta 
cle confronting the urologist is the late refer- 
ence of the average prostatic, using this term 
to include all types of prostatic obstruction. 
Conversely, we think this very situation offers 
the urologist and the medical profession a real 
opportunity for the reduction of morbidity 
and mortality in this disease. During the past 
decade remarkable betterments have accrued in 
the handling of the prostatic, particularly in 
the way of pre- and post-operative care. The 
combined work of many men in many clinics 
has outlined so clearly those fundamentals of 
technique essential to good results that the 
treatment of the operable case is well-nigh 
standardized. The effect has been a steady 
fall in operative mortality and an improve- 
ment in functional results. Research and ef 
fort continue in all urological clinics toward 
an even lower death rate and for better end 
function. Yet, to our mind, the greatest 
chance at present for securing perceptibl) 
these desiderata lies not with the urologist 
alone, but with the family physician and the 
patient himself in co-operation with the urolo 
gist, to the end that a larger proportion of 
these old men reach the surgeon with early. 
not late obstructive symptoms. 





*Read_in the Section on Surgery, Medical Society of Vit 
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To present as forcibly as possible our basis 
for this judgment, we have analyzed our cases 
of prostatic obstruction for the quadrennial 
period, July 1, 1917, to July 1921. Some 
six or eight patients remained in the hospital 
too short a time to be worked up satisfactor- 
ily and these are not included. 

We have available for study one hundred and 
forty-four cases, divided thus: One hundred 
and eleven cases of benign hypertrophy, twen- 
ty-three cases of cancer, and ten cases falling 
in the so-called median bar or neck-contrac- 
ture group. Seventy-five of the benign hyper- 
trophies and eleven of the carcinomata came 
to prostatectomy, while eight of the contrac- 
ture group were handled by Young’s punch 
procedure. In this series of ninety-four opera- 
tives there were three deaths. In striking con- 
trast to the operative mortality there were 
fifteen deaths among the patients whose physi- 
cal state forbade surgical attack upon the pros- 
tate. Furthermore, twelve men were sent home 
as inoperable, after provision for bladder 
drainage had been made in one manner or an- 
other. 

Quite obviously, explanation must be sought 
for this large death list in non-operative cases. 
Either there have been serious errors in our 
preliminary measures, or else systemic damage 
upon admission must have been so far advanced 
as to deny benefit from practically any line 
of treatment. Our investigation would indi- 
cate that the fact that twelve cases were dis- 
charged as hopelessly inoperable suggests, in 
large measure, the answer to this query. 

We have painstakingly reviewed the admis- 
sion status, physical and functional, of these 
fifteen patients and also the treatment em 
ployed in each instance. Space and time will 
not permit a detailed report concerning either 
feature. Suffice it to say that such factors 
as uremic coma, extensive infection of the up- 
per urinary tract, carcinomatous metastases, a 
phenolsulphonephthalein output around five 
per cent, complicating tabes, fracture of the 
hip, cancer of the large bowel, offer ready reas- 
ons for a failure of response to standardized 
therapy. We think we can say without bias 
that the element of technical error was mini- 
mal in influencing the outcome. 

Without dwelling further upon these fifteen 
cases, we wish to present certain statistics for 
the total one hundred and forty-four cases as 
having greater interest and as furnishing ad- 
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ditional and more adequate data for making 
deductions, 

The average age in our series was sixty- 
seven, ranging between fifty-two and ninety. 
The average duration of symptoms, plainly at- 
tributable to the prostatic lesion, was five and 
one-third years, with a range between ten 
days and twenty-eight years. ‘Twenty-six pa- 
tients gave a history of symptoms extending 
over a period of ten or more years. Thirty- 
two of our cases had had acute retention once 
before admission, nineteen had had retention 
repeatedly, twenty-eight had had paradoxical 
incontinence lasting from a few days to many 
months, and sixteen had led a catheter life 
for varying periods. Sixty-six per cent of our 
patients, therefore, have entered the hospital 
with the obstruction, mechanically considered, 
fully developed. It is only too easy to vis- 
ualize for them the progressive impairment of 
renal structure and activity, the increasing 
blood retention of toxic metabolites and the 
resultant deleterious effects upon all important 
bodily structures. 

Thus, st cage compilation makes it evi- 
dent that we are receiving our prostatic late, 
with the wear and tea - damage of accumu 
lated years too often vastly augmented by the 
virulent action of urinary toxemia in one de- 
gree or another. Surgery on the elderly pa- 
tient has its problems inherently different and 
greater than on the robust young adult. But 
assuredly these old prostatics, as now admitted, 
constitute a class to themselves and is there 
any other class consistently comparable to them 
in the burdens they place upon the surgeon? 

As we see it, there are just two methods 
available for having the average prostatic in 
better physical shape when referred to the 
urologist. The first is education among the 
laity, and the second a keener appreciation of 
prostate pathology, local and general, and more 
vigilance for these lesions on the part of the 
medical profession. 

The man above sixty takes for granted a cer- 
tain amount of infirmity as the due heritage 
of his years and more particularly holds the 
belief that at this age some urinary difficulty 
is to be expected and accepted. For this fixed 
belief we physicians are mainly responsible. 
Men must be taught that nocturnal frequency, 
usually the first sign of prostatic obstruction. 
is not physiological and that in most instances, 
where accompanied by a decrease in the size 
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and force of the urinary stream, prostatic dis- 
ease should be suspected. It will be difficult 
to persuade most of them that such slight in- 
conveniences may prove of serious import. At 
their age, they dread any operation and often 
refuse it even though urgently indicated. For 
example, we have had twenty-one patients with 
advanced prostatic lesions leave the hospital 
against our advice in spite of an excellent 
chance for operative cure. Yet this education 
must be accomplished else the prostatic may 
consult his family physician to all practical 
purpose as late as he does the urologist. 

The family physician must play the leading 
role in the creation of a more rational atti- 
tude on the part of the elderly layman to- 
ward his urinary disorders. In fact, the great 
opportunity for improvement in the condition 
of the average prostatic, as first seen by the 
urologist, rests with the general practitioner. 
In the light of our own experience, we ven- 
ture to make to him several suggestions, which 
may prove helpful. 

First, we have gained the impression that 
frequently the medical attendant does not com- 
prehend clearly the insidious changes that oc- 
cur above a chronic obstruction at the vesical 
neck and hence the early evidence of prostatic 
encroachment upon the bladder outlet does not 
call to his mind the later potentialities of 
this development. Impatience is sometimes 
exhibited at the delay in the hospital before 
cystoscopy and at the much longer period of 
preliminary treatment, which in our series, has 
averaged thirty-one days. This we think 
would not occur were there a more general 
understanding of the local and remote pathol- 
ogy of prostatic obstruction. 

Again, it is important to know that in some 
patients secondary symptoms may overshadow 
the urinary difficulties resulting from the un- 
derlying prostatic lesion. Four patients in our 
series were transferred from the medical ser- 
vice, where they had been originally entered, 
two for cardiac decompensation, one for a 
purulent bronchitis, and one with'a diagnosis 
of diabetes. Upon the recognition of the con- 
stant large residual urine and the institution 
of appropriate bladder drainage with later 
prostatectomy, all four were essentially re- 
lieved of their main complaints. These are, 
no doubt, extreme examples, yet we wonder if 
remote systemic manifestations do not more 
frequently have their origin at the prostate 
than is commonly realized. 
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Finally, there is the matter of rectal exami 
nations. We repeatedly stress to our students 
that no physical examination is complete with- 
out rectal palpation and certainly this applies 
where there is question of prostatic disease. 
Yet we have been struck by the rarity with 
which even extensive carcinoma of the pros 
tate has been diagnosed before admission anc 
this would not be true were not the terminal 
portion of the alimentary canal held so sacred 
against digital invasion. The frequency with 
which cancer of the prostate first develops in 
the posterior lobe demands routine rectal pal- 
pation if there is to be early diagnosis. In 
most cases of benign hypertrophy valuable in 
formation is obtained by the trained palpating 
finger. At the same time, it must be remem 
bered that the median bar prostate and the 
one with only middle lobe enlargement, ma\ 
feel entirely normal in spite of marked ol} 
struction. 

In conclusion, we offer the concrete sugges 
tion that the family physician promptly refer 
the patients with evidence of early prostatic 
obstruction to the urologically trained surgeon. 
We make no attempt here to outline the guides 
for the latter’s decision when to operate upon 
a given case. But we do insist that the urolo 
gist should have the opportunity for periodi: 
observation of these cases from a date soon 
after the onset of symptoms. Only in this wa) 
can they be brought to operation at the strate 
gic moment when obstruction has been proven 
steadily progressive but before systemic dam 
age of any note has resulted. We believe that 
wide adoption of this program would secure 
an appreciable reduction in the morbidity and 
mortality of prostatic disease. 





TUBERCULOSIS OF THE KIDNEY.* 


By A. I. DODSON. M. D.. Richmond, Va 
Urologist, St. Elizabeth’s Hospital. 

Tuberculosis is usually not primary in the 
kidney, but depends upon a focus in some 
other part of the body. Dr. O. S. Fowler 
found that one in seven patients in tubercul 
ous institutions around Denver showed bacilli 
in the urine. Autopsies on adult consumptives 
at the Pathological Institute at Prague, show 
ed 5.6% to have renal involvement. Of 430 
patients admitted to Piedmont Sanatorium, 
Virginia, three had definite renal tuberculosis. 
Evidence of extra renal origin was found in 
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71% of patients operated upon for renal tuber- 
culosis at the Mayo Clinic since 1912. 

The kidneys are constantly being called 
upon to remove micro-organisms from the 
hlood. The fact that active tubercle bacilli 
are at times excreted by the kidneys without 
renal involvement is, therefore, not surpris- 
ing. It is when some slight injury, mechani 
cal, chemical or bacterial, lowers the kidney’s 
resistance, that it becomes prey of this disease. 
This probably also explains the reason for the 
condition being at first unilateral: only one 
in seven or eight cases are bilateral when first 
seen. 

A miliary tubercle is formed by prolifera- 
tion of the connective tissue and endothelial 
cells and the production of giant cells enclos- 
ing one or more tubercular bacilli. Lymphoid 
cells and leucocytes are scattered thickly in 
the periphery of the lesion. These unite, form- 
ing nodules of varying sizes. The connective 
tissue in its effort to wall off the process and 
hyaline degeneration and inhibit the blood sup- 
ply. Caseation, and sometimes liquefaction, 
occur. In this way is formed the caseo-cay 
ernous type of tuberculosis of the kidney. (Fig. 
3). Depending upon the resistance offered, the 
tuberculous areas vary in size from minute 
specks to complete involvement of the kidney 
parenchyma. Such an area in one of our 
cases had ruptured through the cortex, causing 
a perinephritic abscess with a resulting tuber- 
culous sinus in the loin. In another, rupture 
occurred into the pelvis setting up a tubercul- 
ous .pyelitis terminating in pyonephrosis. 
(Fig. 4). 

Payne and MacNider, in a study of essential 
hematuria, have called attention to dense 
masses of fibrous tissue forming in the medulla 
as a result of infection. The contraction of the 
fibrous tissue forms an obstruction to the re 
turn flow of blood through the venulae rectae. 
Varicosities result which rupture, causing 
hemorrhage. This same condition most prob 
ably exists in tuberculosis of the kidney, caus- 
ing hemorrhage. In one case there were no- 
dules extending from the medulla through the 
cortex. The bleeding came from the corre 
sponding calyces. There were no ulcerations 
or erosions, but the mucous membrane had a 
velvety appearance. {Fig. 1). In the cirrhotic 
type of renal tuberculosis there is almost com 
plete replacement of the kidney parenchyma 
by fibrous tissue. This condition is seen in 
patients having very great resistance.(Fig. 2). 
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Tuberculosis of the kidney most frequently 
makes itself known by bladder symptoms. 
Often there is at first a simple polyuria due 
to over secretion of the affected organ. ‘The 
patient notices that contrary to his usual habits 
he has to get up one or more times at night 
to void. Later, due to involvement of the 
ureter and bladder, urination becomes painful 
and more frequent. It is one of the tragedies 
of medicine that many of these people are 
treated for cystitis or nervous bladder until 
the has advanced before an 
examination is made, 

A dull aching pain in the region of the kid- 
ney was complained of in about 859% of our 
patients. One of them complained of pain 
in both sides, while the disease was very clear- 
ly limited to one kidney. Pain in the unin- 
fected kidney is at times misleading. It is 
explained by physiologic hypertrophy stretch- 
ing the capsule as the kidney takes on the 
work of its disabled fellow. There often is 
acute radiating pain caused by the ureter be- 
coming blocked by blood clots or flakes of pus. 
Hemorrhage is noted in about 25% of cases. 
Occasionally it is the predominating symptom 


disease become 




















Fig. 1 Hemorrhagic renal tuberculosis. Mrs. V. A. S., had 
been sich three months. Her chief symptom was hem: 
turi There was some pain in the back following exert 
Exploratory operation, May 3, 1915, nephro v; no disease 
found Thought to be essential hematuria hrectomy Ma 





31, 1915, for 





persistent bleeding. Note the tubercu'ous 
nodules in the upper pole of the kidney and the bleeding from 
the corresponding calyces. The large scar result oi 
the drainage following nephrotomy 
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and may be mistaken for essential hematuria. 
The following case is an example: 

Mrs. V. A. S. came. to St. Elizabeth’s Hos- 
pital, April 22, 1915, because of hematuria. 
She also complained of pain in the right lum- 
bar region, increased on exertion. Cystoscopic 
examination showed a large amount of blood 
coming from the right side. May 3, 1915, the 
kidney was explored. The only pathology 
found was an adherent capsule, which was 
stripped up. The pelvis was drained through 
the cortex. She was relieved for a short time 
and then began bleeding as before. May 31, 
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Tuberculous cirrhosis. Mrs. S.’s illness lasted twelve 
years. At first there was merely an increase in the output 
of urine. Later, she experienced indefinite pain in the kidney 
region on both sides. Cystoscopic examination showed the 
kidney to be completely jenatianinen, with tuberculous ulcers 
around the corresponding ureteral orifice. Nephrectomy Sep- 
tember 14, 1920. Note the almost complete replacement of 
the kidney parenchyma by fibrous tissue. 


Fig. 2. 


1915, a nephrectomy was done. Two tubercul- 
ous nodules could be seen on the cortex of the 
kidney. They extended down to the medulla 
and the bleeding was coming from the adja- 
cent papille. She went home June 21, in good 
condition and has had no further trouble. 

Lesions of the kidney have long been known 
to be the cause of gastrointestinal disturbances. 
Patients presenting themselves with indiges- 
tion or accumulations of gas and abdominal 
pain not definitely due to the gastrointestinal 
organs should have a thorough investigation 
of the genito-urinary system. When the dis- 
ease has become advanced there is loss of 
weight, a feeling of lassitude and often after- 
noon temperature. 

The diagnosis of tuberculosis of the kidney 
is dependent upon a carefully taken history 
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and physical examination, and the intelligent 
use of the cystoscope, the microscope and the 
x-ray. This history will bring out some or 
all of the symptoms mentioned above. By the 
physical examination we will note any evidence 
of tuberculous lesions in other parts of the 
body, costo-vertebral tenderness, and often 
palpable enlargement of the affected kidney. 
The two most frequent chronic diseases caus- 
ing enlargement of the kidney are tuberculosis 
and malignant disease. Malignancy is almost 
always seen in the first and after the fourth 
decade of life. Therefore, palpable enlarge- 
ments of the kidney between the ages of ten 
and forty are most apt to be tuberculous. 
Merely a chemical examination of the urine 
means very little in the diagnosis of renal dis- 
ase. Albumin is constantly present in renal 
tuberculosis and also is often seen following 
excessive protein diet, vigorous exercise, ex- 
citement and, sometimes, is due to faulty pos- 
ture. It is to the microscopical elements that 
we must look for evidence incriminating the 
kidney with tuberculosis. Pus cells are always 
present in kidney infections and, where pyo- 
genic organisms cannot be found by smear or 
culture, tuberculosis is to be strongly suspected. 
especially if the majority of the cells are of 
the mononuclear type. Tubercle bacilli can 
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Fig. 3. Caseocavernous tuberculosis. Mr. J. D. E. had noticed 
indefinite pain in his back for several months. For a_ few 
weeks he had noticed bladder symptoms. Note the two large 
tuberculous cavities which have not yet ruptured into the pel- 
vis, which is remarkably free from infection, Nephrectomy, 
February 25, 1921. 
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be found in about seventy per cent of cases if 


conscientiously looked for. The best method 
of obtaining a sediment is that of Forssell. 
The sediment is allowed to form for twenty- 
four hours in a high container, then the bot- 
tom part is centrifuged at 8,000 revolutions 
per minute. Guinea pig inoculation gives 
about the same percentage of positive findings 
but takes from ten days to six weeks for re- 
sults to be obtained. 

Every patient complaining of pain refera- 
ble to the urological tract, of frequent urination 
with pus in the catheterized urine, should be 
cystoscoped. The earliest cystoscopic evidence 
of tuberculosis of the kidney is an area of hy- 
peremia and swelling around the correspond- 
ing ureteral opening and extending out from it 
along the trigone. The hyperemia is dull red, 
giving the appearance of long continued ifrita- 
tion. There is at this stage a diminution in 
the contractility of the ori.ice. There may be 
seen small pearly tubercles near the orifice, 
which later coalesce, forming nodules with re- 
sulting necrosis and ragged ulcers. At this 
stage the oriice stands open, a round or ir 
regular hole in the bladder wall, and the 
uleers have spread to other parts of the blad- 


der. The entire mucous membrane is hypere- 
mic with many areas of granulations and 
ulcers. Sometimes the lower end of the ureter 


is so thickened and contracted that the trigone 
is distorted, causing considerable difficulty in 
locating the openings of the ureters. 

In the majerity of cases the cystoscopic ap 
pearance of the bladder not only points to the 
kidney involved, but is also an index to the 
amount of involvement. Usually we should 
avoid catheterizing the ureter of the healthy 
kidney. If indigo carmine is given intraven- 
ously it will usually be seen to appear from 
the normal kidney in four or five minutes, 
while a much longer time will elapse before 
its appearance from the diseased side. If then 
a large ureteral catheter is passed into the dis- 
ase ureter, the cystoscope removed, and a 
small rubber catheter is passed into the blad- 
der, the difference in the number of pus cells 
and speci ic gravity of the specimens collected 
will often locate the lesion. The tuberculous 
bladder is always irritable and frequently 
cystoscopy with local anesthesia is impossible. 
Spinal anesthesia is very helpful in these cases. 
The following case illustrates this and also the 
great bene‘it derived from nephrectomy even 
in late cases: 
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Mr. R. E. W., admitted to St. Elizabeth’s 
Hospital, January 13, 1921, complaining of 
dysuria, pyuria and frequency of urination. 
Family history and past history are unevent- 
ful. Present illness began January, 1920, fol- 
lowing influenza. At first the only inconven- 
lence was getting up once at night to void. A 
few months later he began to notice some pus 
in the urine and at the same time dysuria, but 
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Fig. 4. Tuberculous pyonephrosis. Mr. R. 
symptoms extending over two years. This i 
stage of the caseocavernous type The 
broken down and invaded _ the 
chewed-up appearance of the pelvic wall. 





no blood. He was treated by an osteopath at 
this time. He remained in a hospital from 
May 24, 1920, until July 1, 1920, during which 
time he was cystoscoped five times and had 
daily bladder irrigation of a solution of car- 
bolic acid. During this period he was voiding 
about three times an hour. At the time of 
entrance to St. Elizabeth’s, he was voiding 
five times during the night and eight to ten 
times during the day. He was a very weak, 
poorly nourished man. He had lost about 
thirty pounds in weight, and had de‘inite evi- 
dence of pulmonary tuberculosis, though not 
very active. Blood was frequently noticed in 
the urine. Tubercle bacilli were recovered 
from the urine. Cystoscopy January 14, 1921, 
unsuccessful, because of irritability of the 
bladder. Cystoscopic examination January 18, 
1921, under spinal anesthesia, showed the blad- 
der to be markedly inflamed throughout with 
numerous ulcers in the region of the right 
ureteral orifice and much oedema of the tri- 
gone. There was considerable difficulty in 
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catheterizing the right ureter. No attempt 
was made to catheterize the left. Phenolsul- 
phonephthalein from the right kidney the first 
hour, three per cent; second hour, one and one- 
half per cent. From the bladder, represent- 
ing the left kidney, first hour, forty per cent: 
second hour, fourteen per cent. Tubercle 
bacilli were found in the urine from the right 
kidney without its being centrifuged. Right 
nephrectomy by Dr. J. S. Horsley, January 
24, 1921. He left the hospital April 1, 1921, 
and five months later his bladder symptoms 
had greatly improved. He has gained twenty 
pounds. 

Radiographic shadows in tuberculosis of the 
kidney are caused by the deposit of lime salts 
in caseated areas. The irregularity in their 
contour and density are in sharp contrast to 
the clear cut picture usually produced by 
stone. Pyelography should only be used when 
the diagnosis is in doubt. In such instances 
it is very helpful. Diffuse cortical involve- 
ment often causes irregular contraction of the 
When the pelvis is invaded, the out- 
line is uneven. The calyces are dilated and 
the borders appear ragged. If there are com- 
municating cortical lesions, they will appear 
as irregular shadows, detached or communicat- 
ing by a narrow line. The ureter will often ap- 
pear tortuous with areas of constriction and 
(lilatation. In complete caseation there may 
be a shadow outlining the complete cast of 
the kidney. Observations at the Mayo Clinic 
have shown that in about one in five patients 
x-ray is helpful in establishing the diag- 
nosis. 

In dealing with these people we must realize 
that they are tuberculous patients and not pa- 
tients with tuberculous kidneys. They should 
have the same constitutional treatment that is 
afforded those suffering with tuberculosis of 
any other organ. In addition to this, the 
treatment is nephrectomy in unilateral involve- 
ment and also in bilateral involvement, when 
one kidney is slightly infected and with good 
function, while the other kidney is far ad- 
vanced in disease and causing septic symp- 
toms. I believe that tuberculous lesions of the 
kidney at times heal just as they do in the 
lung, but we have no positive proof that they 
ever heal spontaneously after becoming far 
advanced enough to cause symptoms. 

Dr. George Dock, of St. Louis, after an ex- 
haustive study of the literature, concluded that 
the possibility of spontaneous healing of tuber- 
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culosis of the kidney must be admitted, but 
could not be looked for as probable. He note 
the observations of Simmonds, who found in 
an experience of 200 autopsies, that one-third 
of all cases of genito-urinary tuberculosis die«| 
of miliary or meningeal tuberculosis and that 
fifty per cent. of men dying of tuberculous 
meningitis had genito-urinary tuberculosis. 

Dr. E. L. Young, of Boston, after a similar 
study concluded that the healing of a tuber 
culous focus in the kidney was impossible. He 
mentions three cases reported by Keyes, ii 
which there was a remission of from two to 
seventeen years. In the case with the longest 
remission, autopsy showed the kidney to be 
completely destroyed. The other two patients 
had a flare up and the kidney was removed. 
These authors were able to find very few 
cases*reported cured by non-operative means. 
The largest number was reported by Sarioe. 
There were twenty-one cases treated by tuber 
culin, five of which appeared cured. He did 
not consider the proof complete because of the 
possibility of long remissions. 

Dr. Braasch has found from observing com 
plete post-operative data on 435 cases on whom 
nephrectomy had been done, that the late mor 
tality within five years is twenty per cent, with 
failure completely to cure’ twenty per 
cent, giving prognosis of recovery of eight) 
per cent and complete cure sixty per cent. It 
is also interesting to note that in his observa 
tions patients presenting evidence of healed 
pulmonary tuberculosis give highest percent 
age of complete recoveries, which seems an evi 
dence of greater resistance. 

Of our series of eighteen nephrectomies, six 
have been for tuberculosis of the kidney, ani! 
four of these seem to be entirely cured. One 
other patient who was confined to his bed for 
some time before his operation, eight months 
ago, has gained twenty pounds and feels quite 
well. His frequency of urination has decrease! 
from three times an hour to once every two 
hours. The other patient still has considera 
ble trouble with his bladder, but is in ever) 
other way improved. He was operated upon 
seven months ago. All six nephrectomies for 
renal tuberculosis made an operative recovery: 
four of these patients seem cured, and two at 
present are greatly improved. 
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GRANULOMA INGUINALE.* 


By CLYDE F. ROSS, M. D., Richmond, Va 


Granuloma inguinale (ulcerating granuloma 
of the pudenda, granuloma venereum, etc.), 
which until recently was supposed to be con- 
fined to certain tropical countries, but which 
we now recognize as existing and which has 
existed for time immemorial in Southern 
States, is defined by Stelwagon! as “A slowly 
progressive, destructive, serpiginous, ulcerative 
‘lisease of the genito-anal and genito-crural re 
gions,” and by Goodman? as “An infectious, 
chronic, indurated, cicatrizing growth on or 
near the genitals, with no tendency to glandu- 


lar involvement or serious impairment of 
health.” In lieu of one case. which IT will re- 
port (Case No. 4), having a granulomatous 


involvement of the nasal passages, throat and 
mouth and also one reported by Lynch, in 
which there involvement of the 
face of the right cheek at the angle of the jaw, 
our terminology and de‘inition will have to be 
revised as it is probable that this lesion will 
be found to involve any part of the body. 

Granuloma inguinale was first reported by 
Conyers and Daniels. in 1896, and since that 
time by a number of other tropical observers 
as occurring very frequently in British Guiana, 
India, East and West Indies, Fiji, 
America and other tropical countries. 

Grindon, in 1913, reported three cases in 
St. Louis, diagnosis clinical 
grounds. The subject was not revived until 
Symmers,® in May, 1920, reported two cases 
from the Bellevue Hospital, from which he 
obtained an organism similar to the one iso 
lated by Donovan,’ in 1905. Campbell’ in 
1921, taking up Svmmers’ work, reported three 
additional cases. Randall, at the meeting of 
the American Association of Genito-Urinary 
Surgeons in Richmond, May, 1921, reported 
eight cases. (This article has never been pub 
lished). Lynch? reported nine cases at the 
A. M. A. meeting in Boston this year. 

So far as I know these twenty-seven cases 
are all that have been reported in this country 
to date, unless we include the three cases re- 
ported by Driscoll’ in 1920, under the name 
of “Erosive Vulvitis,” which in my opinion 
were really cases of granuloma. 

There is a great diversity of opinion as to 
the cause of granuloma, and this question is at 
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present very unsettled. Wise (1906), Mait- 
land (1906), MacLennon (1906), Bosanquit 
(1910), Driscoll (1920), and others believe it 
is due to a spirochete or spirillum of some sort, 
or a spirochete and vibrio (Driscoll). 
Donovan (1905), Symmers (1920), 
man (1920), Campbell (1921), Randall (1921). 
Lynch (1921), and others have obtained from 
these lesions an intracellular encapsulated or- 
ganism in large mononuclear cells, which they 
believe is the etiological factor. These are 
sometimes spoken of as Donovan’s bodies or 
cell inclusions. The origin of these inclusions 
is uncertain. Donovan says it is a protozoan, 
while Walker’ says it belongs to the bacillus 
mucosus capsulatus (Friedlander) group and 
others advance other theories. In two patients 
examined by us, we have been unable to locate 
these cell inclusions, which may have been due 
to our technique. have 
found the spirillum and yibrio as found by 
Driscoll, but whether these are the causative 
agents or merely a contamination of old le 
sions, I am unprepared to say. We are now 
trying to locate Donovan’s bodies in tissue, 
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On two occasions we 


where the smear was negative, and we hope 
later to report something more definite as to 
etiology. 

Conyers and Daniels* give the following de- 
scription of the microscopic picture with which 
we agree and upon which we have depended 
along with clinical findings for a diagnosis: 

“The mass of nodules is composed of round 
cells, with a large (but usually badly staining) 
nucleus, contained in a delicate reticulum of 
fibrous tissue. This mass is covered by epithe- 
lium in its greater extent and in the older and 
larger nodules merges gradually into a subja- 
cent fibrous stroma, in which small 
masses of similar rounded cells are embedded. 
The growths are very vascular and the capil- 
laries are much dilated, but there are no hemor- 
rhages. There is no sign of suppuration of 
caseation, and no giant cells are found in any of 
the sections. The overlying epithelium has un- 
dergone certain modifications; it is usually in- 
tact; or cracked and, occasionally over small 
areas, absent or ill formed, and the cells of 
the rete malpihii are ill defined and swollen. 
None of the pigment so characteristic of the 
colored race is found in the deeper layers. In 
many specimens there is a proliferation of the 
interpapillary epithelium, in some, sufficient 
for columns of epithelial cells to appear to de- 
scend into the round celled growth. In others. 
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on the other hand, the papillae have almost 
disappeared from a more widespread prolifera- 
tion of the epithelium. The hair follicles in 
many cases share the epidermic thickening 
and the hairs grow strongly and are not 
changed in color. In a section of a small no- 
dule, the round cell mass will be found to be 
roughly wedge-shaped, the base of the wedge 
being toward the skin, the growth ascending 
with the vessels into the papillae.” 

The lesion begins in some cases as a papule, 
pustule or nodule, which ulcerates and granu- 
lates. In other cases the infection seems to 
be engrafted on some pre-existing lesion, such 
as suppurating ingunial adenitis. It presents 
itself as a light red mass of granulation tissue, 
which in places ulcerates and heals, leaving 
firm raised hairless cicatricial areas covered 
by very thin epithelium. These granulation 
masses vary in size but are usually more raised 
at the margin and depressed in the center. 
They extend both by continuity and contig- 
uity of tissue and are at times covered by a 
thin dry pearly scab. The secretions differ; 
in some instances being. very scant and in 
others profuse and fetid. The scar tissue 
often contracts and produces deformities, 
especially so, if it involves the urethra, vagina, 
anus or rectum. The lymph nodes, as a rule, 
are not involved. Subjective symptoms are 
slight. although one of our patients com- 
plained of a good deal of pain. All of our 
patients have been in the colored race. Lynch’ 
and Randall both reported the lesion in white 
males. The disease seems to be as prevalent 
in one sex as another and is a disease of sex- 
ual maturity. 

Heretofore, our first impression when seeing 
these lesions has been that they were syphilitic, 
which fact was further borne out by a large 
percentage of the patients having a positive 
Wassermann. Nearly all of our patients, 
whether they had positive Wassermanns or not, 
had received treatment for syphilis with no 
improvement. Until the organism causing the 
disease has been positively identified, the diag- 
nosis will rest upon clinical findings, and 
pathological examination of sections and, as 
a last resort, upon therapeutic results. 

Tuberculosis cutis will also have to be differ- 
entiated. Conyers and Daniels* believe it to be 
tuberculous and LeDantic" claims that he pro- 
duced tuberculous lesions in animals by inocu- 
lating them with granulomatous material. The 
absence of the tubercular bacilli, the clinical 
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and the pathological findings, should serve to 
distinguish granuloma from tuberculosis. The 
presence of glandular enlargement, metastasis, 
and the pathological picture should differen- 
tiate malignant diseases from granuloma. 

The results of the tartar emetic treatment 
of granuloma were marvelous, and it is in our 
experience a specific. In some lesions though, 
where the granulation tissue is very abundant 
(Case No. 1), radical removal of the mass fol- 
lowed by tartar emetic would seem to yield 
quicker results. 

The U. S. P. Tartar Emetic (antimony and 
potassium tartrate) in sterile distilled water 
was used intravenously m one per cent. soln- 
tion. The initial dose was 5 c.c., and was in- 
creased 1 ¢.c. each dose until 10 or 12 ¢.c. were 
given at a dose. This amount was diluted by 
sterile dist'lied water up to 25 c.e.’s, and in- 
jected three imes a week. Improvement is 
usually noticed after three or four inieesions. 
Tartar emetic in some patients caused immedi- 
ate vomiting, which lasted only a short while. 
To prevent this, all patients were instructed to 
return for treatment with empty stomachs. 
The oral administration of tartar emetic has 
not been attended with visible improvement. 
After lesions have healed, treatment should be 
continued weekly for three months to prevent 
recurrence. This after treatment is very essen- 
tial and should not be neglected. 

All of our patients responded nicely to treat- 
ment with the exception of case No. 1. All of 
them are cured at least temporarily except 
case No. 1, and case No. 5 is practically well 
at this time. The patients have not been un- 
der observation long enough yet to state de‘i- 
nitely how permanent the apparent cures are. 
Case No. 3 was apparently cured twice by 
surgery, once for three years and a second time 
for five months. These lesions may recur, and 
it may be found necessary to repeat treatment 
in courses at intervals for years, just as we do 
in syphilis, before we can say that a positive 
cure has been produced. All we can say is that 
at least the immediate effect of tartar emetic in 
these conditions is brilliant. 

Case No. 1. November 27th, 1920. Male 
Colored. 50 years old. Native of Virginia. 
Had gonorrhea 12 years ago, denies syphilis. 
About 4 months ago patient noticed an ulcer 
on coronal sulcus which granulated, the re- 
sulting cedema causing a phimosis. The granu- 
lating tissue penetrated the prepuce and there 
is present a large granulating mass about 4 
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c.m. in diameter. The mass causes no pain 
except when in contact with clothes. There is 
a foul profuse discharge. Epitrochlear and 
inguinal glands enlarged. Patient’s general 
condition not affected. Several examinations 
for Donovan’s bodies were made which 
negative, but one smear showed a spirillum. 
Wassermann reaction negative. 
made from section. 

Irregardless of negative Wassermann. pz- 
tient was given three doses of arsphenamine, 
and three of mercury salicylate, with no im- 
provement. Tartar emetic treatment was then 
begun. Healing was slow, but there was im- 
provement. Patient was adviseil to have lesion 
removed surgically and tartar emetic contin- 
ued, but refused surgical intervention. Tartar 
emetic finally caused vomiting and after taking 
40 grs. he refused further treatment: epithelia- 
zation has begun. 

Case No. 2.—November 30, 1920. Male. 
Colored. thirty-four years old. Native of Vir- 
ginia. Lived in Richmond all his life. Gonor- 
rhoea and ulcer on prepuce years ago. In 1911 
patient had a suppurating left inguinal gland 
which ruptured, leaving a granulating surface. 
This extended by continuation of tissue across 
pubis into right inguinal region down both 
folds to perineum, involving anus and con- 
tinuing up to sacrum. Lesion was not pain- 
ful and had had no influence on general con- 
dition. 

Lymphatic glands were normal. Wasser- 
mann reaction was negative, although in pre- 
vious years patient had taken innumerable 
doses of arsphenamine and mercury, with no 
improvement. No examination was made for 
Donovan’s bodies, but was negative for spiril- 
lum. Clinical diagnosis confirmed by section. 

Tartar emetic treatment was begun Decem- 
ber 8th, 1920; sixteen grains were given, and 
January 20, 1921, lesions were healed. Treat 
ment was continued for some time after lesions 
healed and there has been no recurrence to 
date. 

Case No. 3.—December 13, 1920. Male. Col- 
ored. Forty years old. Native of Virginia. 
Has lived in Virginia and the neighboring 
States all his life. Has had both gonorrhoea 
and syphilis. About ten years ago a small pus- 
tule appeared on pubis, which granulated and 
spread over both inguinal regions. This area 
was removed by excision. In three years lesion 
reappeared over same surface and extended 
dewn both inguinal folds and over perineum. 
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This was then thoroughly cauterized when it 
healed, but in five months returned (about five 
vears ago), and spread until at the present 
time it involves the right inguinal region, the 
base of the penis, going down both inguinal 
folds on to perineum and up on sacrum. There 
is white scar tissue over pubis and partially 
over both inguinal regions. Lesion is not pain- 
ful and general condition inguinal 
glands not involved. 

During his various treatments he has had a 
positive blood Wassermann and has taken 
treatment with no improvement in_ lesion. 
When seen by us, his Wassermann was nega- 
tive, and he has just completed a course of 
eight doses of arsphenamine. 

Pathologist confirmed clinical diagnosis. No 
search made for Donovan’s bodies or spirillum. 
Tartar emetic treatment was begun and, after 
taking fifteen grs., his were healed. 
Against our advice he left the city and did 
not continue his treatment, which in our opin 
ion is very necessary. He returned on May 6, 
after an absence of four months, with a slight 
recurrence in the right inguinal fold. 
were again healed on June 24th, after twenty 
vrs. more of tartar emetic. 

Cask No. 4.—-December 17, Male. Col- 
ored. Thirty years old. In 1910, about one 
month after being kicked by horse, there ap- 
peared on the pubis a blister about the size of 
a dollar, which granulated and spread down 
both inguinal folds. About four months after 
the ulcer appeared on pubis, a lesion, which he 
termed “chancre,” appeared on the frenum of 
prepuce, for which he circumcised, but 
wound never healed. In about one year the 
lesion on the penis and the one on pubis be- 
came confluent. Patient says he knows lesion 
on prepuce was of venereal origin, for he was 
cohabiting with a woman who had the dis 
Patient suffered a great deal when not 
under influence of whiskey. Lesions were not 
sore to touch, never bled much, and very lit- 
tle pus formed. 

During these years he tried all kinds of reme- 
dies, with no relief, among which were twen- 
ty-seven doses of arsphenamine. Was living as 
husband with a woman who never became in- 
fected, and does not know of having conveyed 
disease to any of numerous other women with 
whom he stayed. 

In 1917, lesions appeared in nose, throat and 
mouth. Patient lost sixty pounds in weight 
until he only weighs 104 pounds. Diagnosis 
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Was made and tartar emetic treatment insti- 
tuted. Patient immediately began to improve 
After five weeks’ treatment and administration 
of twenty grs. of tartar emetic, lesions were 
healed, those in mouth and throat healing in 
two weeks. At present, patient weighs 170 
pounds and is enjoying good health. 

Case No. 5.—December 20, 1920. Male. Col 
ored. Age twenty-one years. Native South 
Carolina. Has lived up and down the coast 
but never outside of U.S. Has had gonorrhoea 
a number of times but denies syphilis. Two 
years ago had a suppurating inguinal gland on 
left side, which was first opened and then ex- 
tirpated, but wound never healed. There ap 
peared soon after an ulcer on prepuce, for 
which he was circumcised and wound heale:| 
nicely. Wound in groin granulated and ex- 
tended down left inguinal fold and over on 
scrotum. Lesion had been cauterized and cer- 
tain areas had healed, but still existed in left 
groin, on scrotum and perineum. Lesion 
caused no pain, and patient’s general condi- 
ticn not impaired. Glands were negative. 
Wassermann was negative, but had taken sy- 
philitic treatment with no improvement; no 
examination was made for Donovan’s body, but 
spirillum and fusiforms were present. 

Section confirmed clinical diagnosis, and iar- 
tar emetic treatment was begun. After tak- 
ing eleven grs., lesions were nearly healed. 
Patient, being of a roving disposition, disap- 
peared, and on July 13, 1921, he returned with 
a recurrence, more treatment was given, when 
he again disappeared, and returned again in 
September, 1921. He is now undergoing treat- 
ment and is about well again. His lesions 
quickly disappear under treatment. 

Case No. 6.—April! 6, 1921. Male. Colored. 
Forty-three years old. Native of Virginia. 
where he has lived all his life. Seven years 
ago had a “hair cut” on glans penis, which 
ulcerated. Two years later was circumcised 
and his penis (he claims) retracted. Patient 
says it did not slough off. In any case, wound 
did not heal, but lesion extended up right in- 
guinal region to the anterior superior spine of 
os innominatum, down both inguinal folds 
over perineum, up on sacrum and around right 





nates. Lesions itched, but not painful. Gen- 
eral condition fair. Inguinal glands slightly 
enlarged. Wassermann was negative. 


Pathological report confirmed clinical diag- 


nosis. Tartar emetic treatment instituted. and. 
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after taking twenty-two grs., lesions were 
healed and have remained so to date. 

Case No. 7.-—August 1, 1921. Female. Col- 
ored, Twenty-eight years old. Lived in Rich- 
mond, Va., all her life. Menses began when 
thirteen years old, and have been regular. Gave 
birth to one child, thirteen years ago, which 
was born dead. No subsequent pregnancies. 
Ten years ago, patient noticed on perineum, 
near anus, a small papule, which ulcerated and 
spread forward over perineum, labia, pubis, in 
guinal folds and inguinal regions. Lesion 
burns some but is not painful. Patient’s gen- 
eral condition has remained good, no glandu- 
lar enlargement. Wassermann reaction nega- 
tive. Examination for Donovan’s bodies nega- 
tive. 

Clinical diagnosis confirmed by pathologica! 
report. After four week’s tartar emetic treat- 
ment, during which time fifteen grains were 
administered, lesions were completely healed. 
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FOCAL INFECTION OF THE URINARY 
TRACT.* 


PRICE, M. D., Richmond, Va. 
f Virginia. 


By LAWRENCE ‘t. 
Associate in Genito-Urinary Surgery, Medical College 
In 1818, Dr. Benjamin Rush made the fol- 
lowing significant statement: “I can not help 
thinking that our success in the treatment of 
all chronic diseases would be very much pro- 
moted by directing our inquiries into the state 
of the teeth in sick people and by advising 
their extraction in every case in which they 
are decayed.” 
The soundness of this advice has been amply 
proved by the success which has followed the 


*Read before the fifty-second annual meeting of the Medical 
Society of Virginia, in Lynchburg, October 18-21, 1921. 





\ 





1922] VIRGINIA MEDICAL MONTHLY. 583 


extraction of diseased teeth and the proper 
treatment of suppurative conditions in the 
mouth and throat. However, quite recently the 
fact has been demonstrated that the urinary 
tract at some place may, and does, harbor 
organisms of various kinds which either di- 
rectly or indirectly produce not only local but 
constitutional diseases, the latter manifesting 
themselves in varying degrees and character, 
chiefly in the form of rheumatism, neuritis, 
diseases of the central and peripheral nervous 
system, gastric disorders, heart <liseases, ete. 
For the purpose of illustrating, I wish to sub- 
mit a few case reports demonstrating the sub- 
ject of this paper which have occurred in my 
own practice and in consultation, emphasizing 
the fact that the urinary tract does play quite 
an important role in the etiology of certain 
diseases and that the urologist may be of ma- 
terial assistance in fixing the responsibility. 
The male patient, naturally, because of the 
ducts and openings into the prostatic urethra, 
has a greater possibility of an infection than 
the female, though, of course, the kidney and 
ureter conditions are the same. The mani- 


festations, as a result of a urological infection. 


should be divided into acute and chronic, for 
convenience of description. Every practitioner 
is familiar with the condition of acute genor- 
rhoeal rheumatism characterized by chills, 
fever, swollen and painful joints, or an acute 
nenritis extending over the course of one or 
more nerve trunks, or the individual who com- 
plains constantly of pain in the back or re 
ferred to various portions of the body, either 
constantly or intermittently; accompanied with 
some urinary (disturbance. The facts remain 
the same so far as infection is concerned, re- 
vardless of where it is located, if the infec 
tion is being taken up in the circulation and 
the patient isenot capable of throwing off the 
toxins. 

The locating of a urinary infection is not a 
simple procedure in every case, though by 
elimination it is quite possible to definitely de- 
termine it, and the exact nature. by the use of 
the various apparatus now commonly utilized 
for making necessary examinations. 

The writer’s experience has proven that the 
following conditions do at times cause the de 
velopment of constitutional diseases, which 
were credited to focal infection of the urinary 
and generative organs: Balanitis, balanopos- 
thitis, prostatitis, stricture of the ureter, pye- 
litis, chronic gonorrhoea, vesiculitis, verumon- 


tanumitis, pyelonephritis, and hematogenous 
infection of the kidney, as exhibited by the 
following case histories: 

Case History No. 2062.—Major C. C., U.S. 
M. C. White, single; age 38. Seen in con- 
sultation May 1, 1918; patient complaining of 
arthritis. Has always enjoyed good health. 
with the following exceptions: At the age of 
fourteen had an attack of appendicitis; was 
not operated upon and had no recurrence. In 
1909 had a purulent urethral discharge for 
two days. The discharge was examined micro- 
scopically and pronounced negative for gono- 
cocci. There was no treatment instituted and 
the condition cleared up. No other history of 
any venereal infection. In 1914, contracted 
malaria and had several recurrences and appar- 
ently had been successfully treated and cured. 
In 1915 patient had an acute attack of arthritis 
with some swelling of joints involving the right 
shoulder, right elbow and right hand, accom 
panied with fever. This responded to treat 
ment very promptly. No further trouble of a 
similar nature until December, 1917, when he 
had another acute attack involving the same 
joints, lasting for about two weeks. In March, 
1918, had a similar attack involving the same 
joints. Patient’s teeth have been X-rayed and 
reported negative with the exception of one 
having a suspicious infection. Throat, nose 
and sinuses negative. A complete physical ex 
amination, including an X-ray of the chest, 
was negative. Heart normal and negative. No 
digestive disturbances. Bowels regular. No 
tropical infections or dysentery. Abdomen. 
throat, glands, thvroids and reflexes negative. 
Blood 
Blood count normal and negative for malaria. 
Urinalysis normal with the exception of trace 
of albumen and an occasional pus cell. Scrota! 


pressure, systolic 118, diastolic 84. 


contents normal. Prostate negative and nor- 
mal. The prepuce is extremely long. Meatal 
secretions contained a great number of staphy 
lococci and pus cells. Prostatic secretions 
normal in appearance and negative for any 
bacteria and pus. Wassermann test negative. 
Gonorrheal complement fixation test negative. 
It was recommended that the patient be cir- 
cumcised, for the reason that it was my opinion 
that the patient had repeatedly had a balanitis 
which bacterially infected the urethra and in 
turn caused infection of the blood stream, pro 
ducing the arthritis. Circumcision was done 
and since that time the patient has not had 
any return of arthritis. 
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Case Hisrory No. 3237.—H. C. S., July 6, 
1920. White, male, single, age 31. Complaint, 


nervousness. Family history negative. Past 
history negative, except malaria and _ ton- 
sillitis some years ago. Tonsils removed in 


1918. Present history, two or three years 
ago, while in the army, thought to be 
due to overwork and irregular life, had 


periods of indigestion; no pain, no gas; tak- 
ing of soda and milk of magnesia would re- 
lieve. Heavy mental or physical work caused 
great depression, sleeplessness, irritability and 
exhaustion. Relaxation and diversion would 
apparently put him on his feet. Patient was 
seen by several reputable medical men and 
diagnosis of vagotonia was made. Present 
symptoms consisted of severe frontal headache 
and at times discomfort in the region of the 
stomach, and states that right frequently there 
is mucus in the stools. There is no history of 
vertigo or convulsions. Eyes, ears, nose and 
sinuses negative. X-ray of teeth negative. 
Scanty perspiration. Examination of heart, 
lungs and abdomen negative. Urinalysis shows 
an occasional pus cell, otherwise normal. ‘Tem- 
perature normal, pulse normal, blood pressure 
108-80. Weight. 125 pounds; no alopecia: 
pupillary reflexes normal; no enlargement of 
lymphathie glands; reflexes normal: hemaglo- 
bin, 80; Wassermann negative: sputum analy- 
sis negative; spinal fluid negative: gastric con- 
tents normal after test meal; X-ray of gastro- 
intestinal tract after bismuth meal does not 
show any abnormalities. Scrotal contents 
normal; no varicocele: prostate slightly en- 
larged and boggy: first glass contained con- 
siderable amount of shreds and pus, second and 
third glass clear. Meatal secretions negative; 
prostatic secretions contain a great many pus 
cells, micrococcus catarrhalis and staphylo- 
cocci. Diagnosis of prostatis due to a non- 
specific infection was made and treaiment con- 
sisted of massage of the prostate and vesicles, 
followed by urethral and bladder irrigations, 
and autogenous vaccine. Patient after two 
weeks began to improve and at the end of 
the two months was cleared up of his prostatic 
infection and at the same time the nervous- 
ness disappeared. This man had not been 
able to apply himself to his business for two 
years. He has resumed his normal occupa- 
tion and has been at work for four months. 
Case History No. 3417.—Mrs. H. O. B. Age 
27, white, female, married, December, 1920. 
Patient complains of pain and soreness in sides 


VIRGINIA MEDICAL MONTHLY. 





[January. 


and back, especially in the right side. Family 
history negative. Past history: Patient has 
had chills and fever for a period of seven 
years at varying intervals; slight tonsillitis at 
times, otherwise negative. Patient states that 
she has had the usual diseases of childhood. 
Has never had any cough, palpitation, or 
cedema of the limbs. Has had at times gas in 
the intestines., No jaundice; no dysentery. 
Occasionally has had night sweats. Patient 
voids every two hours during the day, appar- 
ently normal quantity; rarely rises at night. 
No pain or burning on voiding. Recently has 
had some urinary disturbance, manifesting it 
self with a frequent desire to urinate. Ha: 
not passed any blood or stone. Patient is mar- 
ried, has four living children, no miscarriages. 
Present history: Beginning April 1, 1920, pa- 
tient has had pain in region of both kidneys 
and at times quite severe, necessitating the ad- 
ministration of hypodermics for relief. The 
attacks would come on suddenly with a sharp 
pain in the lumbar region, not always on the 
same side, however, more frequently on the 
right side than the left. Pain radiated down 
over the course of the ureters. After ad- 
ministration of hypodermics relief would be 
obtained, though over course of ureters would 
be sore and tender for two or three days. Pa- 
tient stated that she was never free of pain 
entirely. Examination of patient shows that 
she is fairly well developed. Pupil reaction 
normal. Mouth and teeth normal. Tonsils did 
not appear to be diseased. Tendon reflexes ap 
peared to be equal and normal. Temperatur 
and pulse normal. Blood pressure 104-62. 
Heart and lungs negative on examination. 
Abdomen negative except there is considerable 
tenderness over the region of the right kid- 
ney. Blood count normal. Wassermann nega- 
tive. Urinalysis negative with the exception 
of a trace of albumen and an occasional pus 
cell. © Cystoscopic examination showed that 
there is no abnormality or disease of the blad- 
der; capacity normal. The left ureter ad- 
mitted a normal size catheter to the pelvis of 
the kidney. The right ureter could not be 
entered with the normal size catheter, but with 
much difficulty a No. two filiform bougie was 
introduced and dilitation done up to No. four 
French. Twenty ce. sodium bromide solution 
injected into the pelvis of the right kidney and 
submitted for X-ray examination, which re- 
veals the pelvis of the kidney to be normal in 
contour, though slightly enlarged. The up- 
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per portion of the ureter was dilated and tor- 
tuous, though no angulation. Analysis of the 
specimens showed the right ureter specimen 
to contain abundant pus cells and culture gave 
a profuse growth of staphylococci. Left ureter 
specimen negative upon examination and cul- 
ture. The conclusion drawn in this case was 
that the patient had a stricture of the lower 
portion of the right ureter, causing a stag- 
nation of urine in the pelvis and upper ureter 
producing hydronephrosis and hydroureter., 
and thereby responsible for the infection. The 
patient was put on autogenous vaceine and 
the ureter dilated at intervals. Her symptoms 
have disappeared, the urine is 
cleared up and the patient is able to perform 
her usual duties. 

Cast History No. 2087.—W. I. S. Age 45. 
white, married. Referred for examination ani 
diagnosis, June 17, 1918. Complains of pain 
in back. Family history reveals father died 
of tuberculosis; otherwise negative. Patient's 
history shows that he had typhoid fever twice 
during childhood, several attacks of malaria. 
pneumonia and rheumatism during his earls 
twenties. Patient occasionally has frontal 
headaches of character, relieved by 
sleeping. Says headaches of this nature are 
common for his family. Vision good. Ears, 
nose and throat negative. Vertigo at times. 
Teeth in good condition. No coughs; no palpi- 
tation; no dyspnoea or oedema; no swelling of 
limbs. Appetite good. Digestion good. Occa- 
sionally has had to take hypodermies for pain 
in back. No constipation. Had jaundice in 
1901, which lasted for four months. Voids 
frequently but freely; light pain and burning 
of the urethra during voiding; rises.two or 
three times at night; has not passed any blood 
or gravel. Present illness dates back four 
weeks, beginning with pain in back, accom- 
panied with chill and fever; temperature con- 
tinued for two days, pain continued after 
cessation of chills and fever. Pain is located 
in the small of back on both sides, but dees 
not radiate over course of ureter nor down the 


completely 


severe 


thighs. Physical examination: Weight, 125 
pounds. Patient of spare frame, five feet, ten 


and one-half inches tall, looks emaciated; color 
of skin sallow. Examination of eyes, nose, 
throat and mouth negative. Thyroid is palp- 
able, not increased in size. Slight tremor of ex- 
tended fngers. Deep reflexes present. Knee 
jerks present, but sluggish. Pulse is regular. 
Arteries somewhat hardened. Blood pressure 
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96-66. Heart normal in size, and no pathology 
indicated on auscultation. Chest symmetrical, 
expansion symmetrical. Liver dulness normal. 
Lungs negative on percussion and auscultation. 
Abdomen symmetrical, no bulging of the 
flanks, no pain on deep pressure. Neither kid- 
ney papable. Urinalysis: bladder specimen 
negative with the exception of a heavy cloud 
of albumen and abundant pus cells. Blood, 
Hb., 85%: W. B. C., 23,000; Pmn., 83%; Sm., 
14%: Lmt. 3%. Negative for malaria. Was- 
sermann, negative. Spinal fluid shows cell 
count of five to the field. No increase of glo- 
bulin. Spinal fluid Wassermann negative. 
Cystoscopic examination: Bladder capacity 
normal. Bladder generally congested. Both 
ureter openings congested, right more than 
the left. Catheter introduced into both ure- 
ters to pelvis of the kidneys. One ce. phtha- 
lein administered intravenously; appeared 
right side eight min.; thirty min. secretion, 
8%. Apneared left side 5 min.; 30 min. se- 
cretion, 12%. Laboratory : Bladder specimen 
negative except for abudant pus cells, good 
many bacilli, an granular 
east. Right ureter specimen; abundant pus 
cells, colon bacilli, and occasional granular 
east. Culture: Heavy growth colon bacilli. 
Left ureter specimen, occasional pus cell. Cul- 
ture, negative. Both specimens nevative ior 
T. B. X-ray of entire urinary tract negative 
for stone or other pathology. Diagnosis, pye- 
litis of the right kidney, with secondary cysti- 
tis, 

August 2nd. Since June 21, patient has been 
treated for pyelitis, by lavaging of the right 
kidney with silver nitrate. Autogenous vac- 
cine, and dietetic measures. Upon. start- 
ing the treatment, patient developed extreme 
nervousness, excitability, hysterical at times, 
rambling in his expression of thoughts, and 
other disturbances which suggest toxic psy- 
August 23rd. Patient has been on 
above referred to treatment since Aucust 2d, 
during which time his mental condition re- 
mained somewhat the same, but physically and 
neurologically has improved. 

August 10th. Patient appears to be normal 
physically and mentally, has gained twenty- 
five pounds in weight. Urinalysis: Bladder 
specimen shows an occasional pus cell, other- 
wise negative. Both ureter specimens negative. 
on culture and microscopically. 

April 6th, 1920. Patient has been proceed- 
ing along his normal line of vocation, as to- 


eolon occasional 


chosis. 
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bacco buyer. Physically and mentally is 
normal. Urinalysis, negative. 


Professional counties 
UROLOGIC PROBLEMS OF INTEREST TO 
THE GENERAL PRACTITIONER.* 


By ABR. L. WOLBARST, M. D., New York, N. Y. 
Cystoscopist and Chief of Urologic Clinic, Beth Israel Hospital; 

Consulting Urologist, Manhattan and Central Islip State Hos- 

yitals; Genito-Urinary Surgeon, West Side Dispensary and 

Hospital, etc. 

A study of all the urologic problems that 
confront the general medical practitioner 
would take more time than I am permitted to 
consume, but a few of the most urgent can be 
considered rather briefly with profit to our 
patients and ourselves. These problems owe 
their being primarily to the fact that the uro- 


logic tract is so situated anatomically that the 


usual methods of physical diagnosis—palpa- 
tion, auscultation and percussion—are of lit- 
- tle or no value in the determination of its 
pathologic conditions. 

Urologic phenomena, such as hematuria, 
pyuria and pain in or near the genito-uri- 
nary tract, cannot be accounted for by these 
methods; nevertheless it is not uncommon to 
meet with cases that have been treated for 
long periods of time without a de‘inite diag- 
nosis, or in fact, a serious attempt at a de inite 
diagnosis having been made. 

Perhaps the most flagrant example of this 
unfortunate practice is to be seen in those in- 
numerable cases in which a diagnosis of cysti- 
tis has been made and bladder irrigations and 
urinary antiseptics administered for long pe- 
riods without relief to the patient. | When 
these patients reach the urologist, as they do 
eventually, he probably will find the so-called 
cystitis merely one of the secondary symptoms 
incidental to the presence of a pathologic le- 
sion of serious character, such as tuberculosis, 
tumor, stone, or stricture. 

The subject of hematuria offers a much more 
striking example. To the urologist, hematuria 
is a symptom, not a disease. It means that 
somewhere in or near the urologic tract an 
active pathologic process is going on, which is 
making itself evident by the presence of blood 
in the urine. It is no exaggeration to say that 
in probably forty per cent. of cases of hema- 
turia, the bleeding is symptomatic of the pres- 
ence of a tumor somewhere in the urologic 
tract. But the average medical practitioner 
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always does not take the trouble to find out 
what is causing the hematuria or where it is 
located. He may put the patient to bed and 
order an internal antiseptic or styptic, and 
when the hemorrhage stops, as it usually does 
under the influence of rest, he is apt to feel 
satisfied with the success of his treatment. But 
it is a fact, nevertheless, that he does not 
knew what causes the bleeding, and it may be 
accepted as axiomatic that if he does not know 
the cause of the hemorrhage he surely cannot 
do anything that will help his patient mate- 
rially. 

The hematuria may not return for months, 
x even for years, but in that interval precious 
time has been lost. The small benign papilloma 
has grown large and has become malignant: 
before its potential malignancy became active 
it could readily have been destroyed, perhaps 
never to return, by the Beer method of ful- 
guration through the cystoscope; but the pas- 
sage of time has brought about a change in 
the character of the growth so that we now 
are dealing with a carcinoma that may require 
radical measures with little or no chance of 
ultimate recovery. The small calculus which 
could have been removed from the bladder 
through the has grown to 
proportions and requires surgical measures for 
its removal. The unilateral renal tuberculosis, 
amenable to surgical measures with a large de- 
gree of success, now has become bilateral, with 
greatly reduced chances of recovery. In other 
words, what was a comparatively simple mat- 
ter in the beginning has been permitted to be- 
come a serious menace to the life of the pa 
tient, because a diagnosis was not made, or 
even seniously attempted, at the proper time. 

These illustrations can be repeated with 
many variations, but they all point to the sin- 
gle moral—that in the practice of urology, at 
least, the first and most important problem 
which confronts the medical practitioner, is 
the absolute necessity of making a correct diag- 
nosis. At least he should attempt it with such 
means as his experience and training suggest: 
if necessary, expert assistance must be secured. 
But the diagnosis must be made, and the soon- 
er it is made, the better for all concerned. We 
are past that stage in medicine, where a name 
of a clinical entity satisfies. We must know 
the cause. No one should be allowed to go 
on after an attack of hematuria without a 
definite diagnosis having been made by the 
medical attendant. 


cystoscope, large 
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But how shall the medical attendant meet 
this difficult problem? He surely does not 
meet it by putting the patient to bed and pre- 
scribing an internal antiseptic. The ideal so- 
lution would consist in a reasonable amount of 
familiarity with the cystoscope and its manipu- 
lation. However, if the practitioner is too busy 
with his multifarious duties involving many 
specialties to acquire some cystoscopic experi- 
ence, it is sufficient that he acquaint himself 
with the possibilities and dangers that con- 
front his patient because of his limitations, 
and that he then act as dic- 
tates. 

If he once understands the great danger in 
which the absence of a diagnosis places his pa 
tient, he will find the means of avoiding it. 
There are certain measures upon which he can 
rely, which will aid him in a very fair de 
gree towards establishing a working diagnosis 
until the exact diagnosis can be made. Amonyz 
these may be mentioned the kidney function 
tests, the microscopic examination of the urine. 
and the socalled urinary tests. Any medical 
practitioner can do these important tests with 
out the need of special training or acquired 
skill. 

The Five Glass Catheter Test (Wolbarst), 
which I have described in previous publica 
tions, will be found of special value in thes: 
circumstances. It does not take the place of 
the cystoscope or the ureteral catheter, but it 
tells us.whether the blood has its origin in the 
urethra or in the upper urinary tract, and 
this is a big step forward. If by this means 
the practitioner has determined that the blood 
is not derived from the urethra, but from the 
bladder or higher up in the urinary tract, he 
undoubtedly will take the necessary steps to 
have his patient radiographed and cystoscoped, 
and the ureters catheterized, if necessary, thus 
completing the diagnosis. His problem will be 
solved in a great measure if he always will 
remember that hematuria is a symptom, sot a 
clinical entity; that there is no substitute for 
cystoscopy and ureteral catheterization, and 
that anything else is mere guesswork and of no 
substantial value to the patient. 

What has been said with reference to hema- 
turia applies with equal and perhaps greater 
force to the subject of pyuria, except that the 
problem is somewhat more complex. Pus 
found in the urine may have its origin in 
any part of the common urogenital] tract. but 
unlike hematuria, in the male at the 


his conscience 


least, 
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origin of the pus is in the urethra or the geni 
tal adnexa, in the vast majority of cases. In 
pyuria unaccompanied by definitive symptenis, 
the five glass catheter test demonstrates its 
ereatest field of usefulness. When used prop- 
erly. this test determines for us in a few mo- 
ments whether the pus or shreds in the urine 
have their origin in the anterior urethra, pcs- 
terior urethra, prostate or in the uppe? urinary 
tract. 

If by means of this test it is found that the 
pus is derived from the bladder or upper uri- 
nary tract, the practitioner should at 
realize that he is dealing with a condition in 
which the life of the patient is endangered. 
one that requires the best diagnosis and surgi 
cal care that can be obtained. 
of hematuria, there can for 
cystoscopy and ureteral catheterization in mak 
ing a diagnosis as to the cause of the pyuria. 


once 


As in the case 
be no substitute 


Less important so far as endangering life 
is concerned, but more frequently encountered 
in the male, is the pus resulting from gono 
coccal infection of the urogenital tract. ‘The 
necessity of determining the character and Jo 
cation of the lesion constitutes probably the 
most frequent of all the problems which con 
front the practitioner in his daily work. 

In acute urethral inflammations it is not dif 
ficult to determine the source or the character 
of the discharge. A purulent discharge at the 


meatus offers indisputable evidence of the 
urethral origin of the pus, and the microscope 


entifies its bacteriologic character; but it is 
important to remember that pyuria can have 
more than one source simultaneously. While 
the meatal discharge originates in the ante 
rior urethra, there may be another pus focus 
elsewhere at the same time, in the prostate. 
seminal vesicles, bladder, ureter, or kidney. A 
man may have an acute gonococcal infection 
of the urethra superimposed on a pyonephrosis 
due to a silent kidney stone or tuberculosis 
and it is a problem of considerable import- 
ance to determine whether such multiple in- 
fection exists. Bacteriologic examination of 
the meatal discharge will show the presence 
of gonococci, whereas the pus obtained from 
the bladder urine uncontaminated by the 
urethral discharge will be negative as to the 
yonococcus, but may show the presence of tu- 
bercle bacilli or other pyogenic organisms from 
the upper urinary tract. 

It is the duty of the practitioner to avail 
himself of every possible diagnostic means -- 
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the clinical history, the microscope, and the 
various urinary tests—to secure this informa- 
tion: but never for a moment should he fer- 
get the possibility of their occurrence. Fail- 
ure to do so may entail serious consequeices. 
It therefore goes without saying that the pos 
session of a good microscope and a knowledge 
of how to use it constitute an essential ele- 
ment in the diagnosis and treatment of urethral] 
inflammations. Many unsolved problems can 
be traced directly to the absence of diagnosti+ 
data, which the microscope and the urinary 
tests readily supply; hence, their great im- 
portance to the medical practitioner. 

The diagnosis of acute gonorrhea 
been made, it is a simple matter, by having 
the patient void into two glasses, to determine 
whether the inflammation is confined to the 
auterior urethra or has spread to the deeper 


having 


structures. 

A clear second urine means an anterior !n- 
fection; a purulent second urine signifies pos- 
terior involvement, with its possibilities of 
grave complications. Any doubts as to the ex- 
tent of the inflammatory process will be re- 
moved by the simple expedient of washing out 
the anterior urethra thoroughly until the 
washings come out clean, and then having the 
patient void into a clean glass. If the voided 
urine is clear, the infection is anterior; if it 
contains pus, the posterior urethra is invoived. 
A knowledge of this simple procedure and its 
frequent application will do much to spare the 
practitioner some of his most frequent prob- 
lems, namely, the cases of unrecognized pos- 
terior gonococcal infection. 

It is these chronic gonococcal infections. that 
is, cases that have persisted for ten or twelve 
weeks or more without cure, which present 
the greatest difficulties. A most important cle- 
ment in the diagnosis of these cases is the his- 
tory. Frequently repeated attacks usually 
mean a urethral stricture, chronic prostatitis 
or vesiculitis, or all combined. It is important 
to differentiate between repeated new infec- 
tions znd recurrences of old inflammatory pro- 
cesses. Persistence of the pus and discharge 
in spite of conservative and careful treatment 
should establish a strong suspicion that we 
are dealing with a recurrence of a chronic in- 
fection instead of a new one. Further in- 
vestigation probably will confirm this suspi- 
clon 

The important thing to remember is that 
stricture, prostatitis and vesiculitis generally 
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persist as a low grade inflammation, and sud- 
denly awaken from time to time to annoy 
the host and plague his medical attendant: 
and, unless the latter is prepared to recognize 
their presence, he adds another bothersome 
urologic problem to his collection. 

The “morning drop” is the bete noir of the 
conscientious practitioner who treats gonor- 
rhea in the male. It is associated usually with 
shreds in the urine, though there are cases in 
which pus predominates. It is essential for 
the practitioner to satisfy himself of the origin 
and bacteriologic character of the pus and 
shreds before undertaking the treatment of 
these cases. The urinary tests have no equal 
for this purpose. He should examine care 
fully for stricture, not by passing a soun:| into 
the urethra, but with a bulbous bougie or the 
Otis urethrometer, which is far better and 
more exact. He also should examine for pros 
tatitis and vesiculitis, by vigorous massage on 
a full bladder and studying the urine voided 
after massage. The urine may be quite clear, 
or may show a few fine shreds, but the urine 
voided after massage of the prostate will con- 
tain a large amount of pus and more or less 
detritus, the latter often assuming the form 
of a prostatic follicle. Gonococci also may be 
found in this massaged secretion. 

The chances are that one or more of these 
conditions will be found in every case of 
“morning drop” that he encounters, and he 
will at once see the futility of giving such pa- 
tients a syringe and a bottle of something to 
be used three times daily. 

There are certain therapeutic pitfalls which 
add materially to the difficulties of the practi- 
tioner. Principal among these, in acute gonor- 
rhea in the male, is the local treatment. It is 
quite customary for the physician to prescribe 
a solution of some kind, with orders to the pa- 
tient that he inject himself at certain intervals 
during the day, and to return for observation 
in a week or when the bottle has been emptied. 
This may be an excellent way of conserving 
the patient’s financial resources, but it is not 
the best way to help him as far as his urethral 
infection is concerned. It is difficult to under- 
stand the rationale of this procedure. Many 
things can happen in a week or ten days, and 
it has been my personal experience that most 
of the cases with complications that I have 
seen, have previously been treated in this man- 
ner. 

T believe the physician should see his patient 
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with acute gonorrhea at least once every day— 
in some cases twice daily. He should adminis- 
ter the injection solution himself and he should 
be able to do it better and more skilfully than 
any patient can do it for himself. He should 
carefully study the progress of his case from 
day to day; he should change the strength and 
the character of his solution according to the 
varying indications, and his solutions should 
be made fresh daily in sufficient quantity to 
serve during the day they are prepared, and 
no longer. Stock solutions, especially of the 
popular silver salts, not only are of no value, 
but are actually injurious to the inflamed 
urethra. 

The prostate should be examined, not mas- 
saged, from time to time, to see whether it 
shows any evidence of congestion or inflam- 
mation; if it does, an occasional gentle mas- 
sage and an intravesical irrigation will serve 
to prevent serious involvement of this organ 
with its possibility of complications. 

It should be the definite aim of the practi- 
tioner to avoid irritating the inflamed urethra, 
by using non-irritating substances and the 
weakest possible strengths consistent with ther- 
apeutic efficiency. He should bear in mind 
the tendency of the gonococcal infections to 
chronicity, especially the cases in which the 
posterior urethra and its adnexa have been at 
tacked. 

It is not to be expected that the practitioner 
will become expert with the urethroscope and 
its vast possibilities, notwithstanding the fact 
that many a problem will be solved by the use 
of this instrument, both as a diagnostic as well 
as a therapeutic agent. It 7s to be expected, 
however, that the practitioner will remember 
that there is such a thing as a urethroscope 
and that it should be called into requisition 
when he finds that his efforts are not meeting 
with the desired results in any given case. The 
practitioner should know what these instru- 
ments can do and in what circumstances they 
should be employed. 

An interesting application of the urethro- 
scope for diagnostic and therapeutic purposes, 
within the reach of the general practitioner, 
is found in cases of so-called impassable stric- 
ture. The simple urethroscopic tube is inserted 
as far as the obstruction, and under guidance 
of the eye a filiform is passed through the 
minute opening. In this manner what might 
have been a serious problem is readily solved: 
but the practitioner should prepare himself in 
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advance by the possession of this simple in- 
strument and the acquisition of some experi- 
ence in its manipulation, if he wishes to treat 
such cases with success. 

In this connection, it is well to recall that 
a stricture of very large caliber is capable of 
producing most annoying symptoms. In many 
cases of “morning drop,” with itching or neu- 
rotic pains and sensations in the urethral canal, 
it will be found, on examination with the Otis 
urethrometer, that there is a fine band or a 
slight infiltration area somewhere in the ante- 
rior urethra, with a caliber of twenty-nine or 
thirty French, or more. <A course of dilata- 
tions with the Kollmann dilator, going grad- 
ually as high as thirty-five French, and even 
higher, will cause these sensations to disap- 
pear coincident with the slight obstruction to 
the urinary flow. 

At the same time one should not forget that 
the small meatus is a distinct factor in the pro 
duction of obscure urethral complaints. The 
patient complains of sensations in his urethra 
of a vague and indescribable character. It is 
unwise and unfair to send him home with a 
reprimand and an order to “forget it.” The 
patient cannot forget that something in his 
urethra is annoying him, and it is our business 
to find the cause of his annoyance and remove 
it. The small meatus must be regarded in 
the light of an actual stricture. The meatus 
cannot be dilated, but it can be enlarged, and 
if it is cut up to thirty-one or thirty-two 
French, thus allowing for recontraction to 
twenty-eight or twenty-nine, the patient will 
be grateful for the relief that has been af 
forded him. 

It is not to be understood that every pain 
or sensation in the anterior urethra is due 
either to stricture or to a small meatus. Many 
of these indescribable sensations are reflex in 
character and have their origin in the prostate 
or seminal vesicles. However, whatever their 
origin may be, we should take them seriously 
and not laugh at them. The patient will find 
a quack somewhere who not only takes his 
aches and sensations seriously, but, at the same 
time, relieves him of a good deal of his mate- 
rial wealth. The quack never laughs at or 
derides the sexual neurotic, and that is one 
of the things we can learn from him to our 
advantage and profit. 

The subject of chronic prostatitis and vesi- 
culitis is so vast that it merely can be touched 
on at present. It is sufficient to say that while 
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our knowledge of these organs and their ail- 


ments has been increased tremendously during 


the past decade, we are still far from a com- 
plete understanding of their potentialities. 
Especially is this true of the seminal vesicles. 
They are infected in practically every case of 
gonorrhea in which the prostate is attacked. 
even though they show no direct evidence of 
such involvement. In gonorrheal arthritis the 
gonococcal focus is found beyond doubt in the 
seminal vesicles: and when we turn our attten- 
tion to these little sacs by means of surgical 
measures, most striking results usually follow. 
In my personal experience, Belfield’s operation 
of vasotomy, injecting an antiseptic solution 
into the seminal vesicles threugh the vas de- 
ferens, has produced results in arthritis of gon- 
ococcal origin, that cannot be surpassed by any 
other method of treatment. The practitioner 
will do well to remember that gonococca! 
arthritis does not respond to anti-rheumati- 
coal tar products and that the key to the situa- 
tion consists in eliminating the pus focus. Bel- 
field compared the seminal vesicles in the male 
with the Fallopian tubes in the female, and in 
describing their chronic inflammatory condi- 
tion, aptly termed them “pus tubes in the male.” 
Many cases of so-called “lumbago” owe their 
existence to a pus focus in the seminal vesicles. 

The prostate and seminal vesicles lend them- 
selves quite readily to examination by palpa- 
tion by rectum, though the vesicles often are 
inaccessible to the examining finger. It is im- 
portant to map out the boundaries of the pros- 
tate and vesicles, but in many chronic cases, 
these organs are so matted together by the in- 
flammatory exudate, that it is difficult to make 
out anything definite. Not infrequently, there 
is nothing but a large mass, soft, boggy and 
tender, filling the lower bowel more or less 
completely. The slightest contact of the ex- 
amining finger with such a prostate will some- 
times precipitate a gush of prostatic secretion 
at the urinary meatus. 

It is of interest to note, in this connection, 
that there is no apparent correlation between 
the extent and character of the involvement on 
the one hand, and the symptoms complained of 
by the patient, on the other. The posterior 
urethroscope has demonstrated this to be a 
fact, and it is of considerable importance, be- 
cause a very slight posterior infection may pro- 
duce many and varied disturbances which are 
out of all proportion to the extent and char- 
weter of the visible urethral lesion. 
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The study of the pathology of the verumon- 
tanum and the adjacent tissues of the deep 
urethra constitutes one of the most interesting 
phases in urology. In chronic conditions, the 
verumontanum is found much enlarged, dis- 
torted, inflamed and congested, and the ad- 
jacent urethral mucosa shares in the inflamma- 
tory process. There are three classes of symp- 
toms of which patients complain—urinary, 
sexual and sensory. 

The urinary phenomena consist usually of a 
frequent desire to void, or of a painful, burn- 
ing sensation during or after the act of void- 
ing. This hyper-sensitiveness is apparent only 
by day, when the patient is awake; he usu- 
ally sleeps through the night without being 
‘alled upon to void, thus offering a most im- 
portant diagnostic point as compared with the 
nocturnal frequency accompanying senile hy- 
pertrophy, tumor, stone, or tuberculosis. More- 
over, when the urine is voided it may be found 
clear and sparkling or it may present shreds 
in greater or less number: and when tested 
with litmus paper, it will be found to be 
strongly acid. In this hyperacidity, we find 
the key to many of these problems. Hyper- 
acid urine, coming in contact with a hyper- 
sensitive vesical neck, results in a condition of 
vesical irritability, which is most annoying to 
the patient and difficult of eradication. Alka- 
linization of the urine and relief of the con 
gestion in the posterior urethra by appropri- 
ate local treatment will bring decided relief. 

The sexual phenomena are varied in charac- 
ter, but the most frequently encountered are 
the cases characterized by more or less com- 
plete impotence, premature ejaculation or ex- 
cessively frequent nocturnal emissions. It is not 
sufficient to give these men a sedative or 
aphrodisiac mixture. If there is a lesion in 
the deep urethra, it must be studied and ap- 
proached with that due regard for cause and 
effect that the surgeon applies to any patholo- 
gic condition elsewhere in the body. These 
cases are slow in the matter of recovery, but if 
they are treated with skill and patience, more 

or less recovery of function is the eventual 
outcome. 

Above all, the practitioner should be warned 
not to commit the serious moral offense of ad- 
vising marriage asa cure for these sexual dis- 
turbances. This practice is a most common 
one; it is an easy way to rid oneself of a both- 
ersome patient; but it is a serious wrong to 
sacrifice the marital happiness of an innocent 
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young woman on the altar of therapeutic ignor- 
ance. It has been my lot to see many of these 
unfortunate therapeutic marriages, but I have 
never seen one in which the hoped for result 
was attained. In every single instance, the 
sexual incompetency not only persisted. but 
actually seemed to grow worse, because of ob- 
vious reasons. 

The third or sensory group of cases is char- 
acterized by pain, which may be felt in any 
part of the body. These pains are not to be 
ignored; they are really felt by the patient. 
It is our task to determine the cause of these 
vague and indefinite pains and apply suitable 
therapeutic measures to the deep urethra, and 
especially to the verumontanum. In many 
of these cases the seminal vesicles share in the 
inflammatory process, and require special at- 
tention. 

The practitioner will do well to differentiate 
clearly in his mind between chronic prostatitis 
resulting from gonococcal or other forms of 
prostatic infection, on the one hand, and senile 
prostatic hypertrophy, on the other. While 


‘both conditions involve the same organ, there 


is no perceptible relationship between the in- 
flammatory process observed in prostatitis and 
the non-inflammatory hyperplasia seen in hy- 
pertrophy. And, inasmuch as there is no in- 
(lication for prostatectomy in chronic prosta- 
titis, there is, by the same token, no indication 
for prostatic massage and deep instillations in 
chronic senile hypertrophy. Yet it is not un- 
common to see this topsy turvy therapeutic ar- 
rangement actually put into effect in these 
conditions. It is obvious that the results, by 
any stretch of the imagination, cannot be satis- 
factory either to the patient or to his attend- 
ane. 

In passing, it may not be amiss to offer a 
word of warning in connection with the acute 
retention of urine so frequently observed in 
senile hypertropy. In attempting to insert a 
catheter into the bladder for the purpose of 
relieving the retention, obstruction is very fre- 
quently met with. A soft rubber catheter often 
will not enter the bladder. The practitioner 
is tempted to conclude that this failure to enter 
is the result of a stricture in the deep urethra 
and, succumbing to the temptation, he proceeds 
to pass filiforms or fine metal sounds. This 
is perhaps the worst thing that can be done 
for the patient. The filiforms do not pass the 
obstruction, as a rule, but they do tear up 
the mucous membrane and bring about a state 
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of trauma in addition to the original obstruc- 
tion, that is capable of serious consequences to 
the unfortunate patient. There should be a 
well defined rule of practice in connection with 
these cases, to the effect that if a small, soft 
catheter will not enter the bladder, a larger 
calibered firm catheter should be used. It will 
be found that a fairly large silver or woven 
catheter will easily pass through the tortuous 
canal, whereas a fine rubber catheter or a still 
finer filiform became engaged and refused to 
pass into the bladder. Still another interest 
ing point to remember in this connection is 
that every case of difficulty in starting the uri 
nary stream, or “stammering” of the stream, 
is not caused by hypertrophy of the prostate 
or stricture. If the practitioner will remem- 
ber that lesions involving the spinal cord usu 
ally affect the bladder and thus diminish its 
propulsive power, he will be in a fair way to 
eliminate some of his most trying problems: 
tabes dorsalis is the most frequent offender in 
this respect, and it is quite common to detect 
the existence of this spinal condition through 
one of its first symptoms—interference with 
the normal urinary function. 

Lastly, a word or two as to the internal ad 
ministration of remedies for the urologic tract. 
Perhaps the most commonly employed remedy 
used is hexamethylenamin, sold under the trade 
name of urotropin. In the first place, in order 
to be effective, urotropin should be given in 
fairly large doses, from sixty to eighty or 
ninety grains daily. It should be remembered 
that urotropin does not liberate formaldehyde 
in the kidney sufficiently to be of any therapeu 
tic value unless the acid is urine; therefore, it 
is necessary to acidify an alkaline urine by the 
administration, with the urotropin, of sodium 
benzoate or acid sodium phosphate, in doses of 
thirty to forty grains daily, with little water. 

Santal oil is another urologic drug with a 
long record of service, but it is extremely 
doubtful if it has any particular value. In 
acute gonococcal infection, I believe it is some 
times absolutely harmful; in chronic condition: 
it is probably inert. My personal preference in 
acute urethral infection is methylene blue 
which, in spite of the disadvantage of its stain 
ing and tell tale property, undoubtedly exerts 
a beneficent influence on the inflammatory pro- 
I give it in one grain dose, combined 
with four grains of boric acid, with satisfactory 
results. 

In closing these 
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marks, I desire to emphasize the point that I 
have been trying to make, namely, that the 
general practitioner is the first to see the pa- 
tient, and upon him rests the responsibility 
and the opportunity of determining the nature 
of the illness and the best means of its eracli- 
cation. His urologic problems will be dimin- 
ished both in number and in seriousness if he 
will give due thought to the many factors in- 
volved and to the measures that can be ap- 
plied for their relief. He need not necessarily 
become expert in urologic technic, but he can 
perfect himself in some of the more common 
diagnostic and therapeutic steps; he should 
know the value of the cystoscope and the 
urethroscope, the radiograph and the urinary 
tests, and he should know when and in what 
circumstances these measures are indicated. 
Above all, he should approach the subject of 
gonorrhea and its complications with the feel- 
ing that it constitutes one of the most diffi- 
cult and obstinate diseases known to medicine, 
and that, if he would attain success in this 
field, he must devote to his work his utmost 
skill, patience and conscientious endeavor. 
792 Lexington Avenue. 


AN OUTBREAK OF DIPHTHERIA AT THE 
UNIVERSITY AND CHARLOTTES- 
VILLE, VA., DUE TO MILK IN- 
FECTION.* 


BRAY, M. D., University, Va. 


By W. E. 


This small outbreak of milk borne diphthe- 
ria, which occurred last summer at Charlottes- 
ville and the University of Virginia, is of 
special interest, because of the very compli- 
cated system of boarding and lodging at the 
University, with consequent possibilities for 
the easy spread of any infectious or contagious 
disease. To appreciate this, one must under- 
stand that the boarding and rooming houses 
are confined chiefly to one rather small area; 
that the students in one house in one section 
of this area often take their meals at other 
houses in widely separated sections, so that 
upon the appearance of a contagious disease, 
almost within an hour or two the entire com- 
munity has been more or less intimately ex- 
posed; and that the large attendance at the 


tRead at the annual session of the Virginia Public Health 
Association, at Lynchburg, April, 1917. 

(Editor’s Note.—On account of the interest manifested in 
milk-borne diphtheria at this season, we publish as a matter of 
record, this report of Dr. Bray’s, which has just come into our 
possession). 
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University, especially at the Summer School, 
adds the further element of overcrowding. 

The outbreak is of interest also because of 
several unusual features: It occurred in July, 
1916, while the season for the maximum pre- 
valence of diphtheria is during the autumn: 
it occurred among adults, there being only one 
case in a child; and it was marked by the large 
number of temporary carriers. This might be 
expected because of the close contact of the 
students, as well as of the intensive bacterio- 
logical work which was done to control the 
outbreak. 

The most unusual feature of the outbreak, 
however, is seen in the manner in which the 
milk became infected. The usual milk epi- 
demic of diphtheria is caused by the infection 
of the milk at the farm or at the dairy or 
at the milk shop, where a clinical case of diph- 
theria, or a diphtheria carrier infects the milk 
which reaches the consumer without being pas- 
teurized. In this instance, infection took place 
after pasteurization in bottles, and before the 
milk left the pasteurizing department of the 
dairy. 

Prior to the outbreak, Charlottesville and 
the University had been singularly free from 
diphtheria. There were no residual cases, so 
to speak. During the year 1914, there was re- 
ported only one case of diphtheria in Char- 
lottesville, this being in November; during 
1915 there were only two cases, one in Janu- 
ary and one in February; and in 1916, there 
were no cases reported for the three months 
immediately preceding the outbreak. 

On July 7th, two cases of diphtheria oc- 
curred in adjacent boarding houses near the 
University, and one case at the University of 
Virginia Hospital, in a patient who was ready 
to be discharged. The following day, a new 
case developed in the City of Charlottesville, 
and two carriers were detected among those 
associated with the first two cases. By the 
10th, or within three days, there were eleven 
cases. Such an explosive outbreak, among the 
Summer School students and the people of 
Charlottesville, demanded immediate measures 
for its control. Consequently, the matter was 
reported to the Commissioner of Health, Dr. 
Ennion G. Williams, who responded promptly 
and at once began an investigation of the out- 
break from the standpoint of the epidemiology. 

His investigation showed that all cases were 
in houses supplied by one dairy in Charlottes- 
ville, and that there were no other factors in 
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common to all of the cases. Further investi- 
gation at this dairy showed that the wife of 
one of the workmen was complaining of a sore 
throat, but had not called in a physician. Cul- 
ture from this throat showed Klebs-Loefller 
bacilli. This workman was employed in plac 
ing caps on the milk bottles. The capping of 
the bottles was done by hand, and it was seen 
that in order to separate the caps one from an- 
other, the man would often moisten his thumh 
with saliva. The man himself appeared quite 
anemic, but culture from his throat was nega 
tive. The dairy where this occurred is one of 
two dairies supplying milk to the University 
and Charlottesville. These dairies are under 
inspection of, and regulation by, the city, and 
only pasteurized milk can be sold. Hence, it 
is seen that after all care taken in pasteuriz- 
ing the milk, the entire safeguard was rendered 
ineffective by not having machinery for cap 
ping the bottles. The manner in which the 
milk became infected explains, perhaps, why 
there were not even more cases, because not 
every bottle was infected. 

The outbreak was brought under control im 
mediately by relieving this workman of duty 
and by having the bottles capped by hands in 
surgically clean gloves until machinery for 
capping could be installed. Only four cases 
were reported after this step was taken, one 
of which developed so soon that infection had 
probably already taken place. ‘The other three 
cases were contact cases. 

We were fortunate in having placed at our 
disposal for isolation purposes, the new wing 
of the University of Virginia Hospital, which 
had just been completed, and this accounts, per- 
haps, for the very limited spread by contact un- 
der the crowded conditions mentioned. Patients 
and carriers were isolated, and special nurses 
provided. Cultures were taken from all who 
were exposed to either the cases or the carriers. 
and two negative cultures on successive «ays 
were required for discharge. In all, 252 people 
were examined, and 587 cultures were mace. 
The bacteriological work was done in the Clini- 
cal Laboratory of the University of Virginia 
Hospital, the State Health Deparument co- 
operating through its representative, Dr. 
Traynham. 

In addition to the measures already men- 
tioned, a public campaign was made among 
the students for the observance of personal pre- 
sautions. Special precautions were put into 
operation at the soda fountains, requiring 
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sterilization of spoons and saucers and the 
serving of drinks from paper cups. And the 
boarding houses were required to disinfect all 
dishes. The swimming pool at the gymnasium 
was closed for ten days and disinfected. 

The cases were all mild and the membrane 
appeared first on the tonsils in all cases. There 
were no deaths, and no paralyses. 

Antitoxin was given early in clinical cases 
No prophylactic doses of antitoxin were giv 
en. In all, there were reported fifteen clinical 
cases, eleven during the first three days, one 
on the sixth day, and three later on. These 
cases were in eleven houses. There were in all 
twenty-six temporary carriers; the 
leneth of time that the bacilli remained in 
the throat was about seven days. One carrier 
had to be isolated for thirty days. 
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NITROGLYCERINE AND VERATRUM IN 
EARLY PNEUMONIA.* 


By A. B. GRUBB, M. D., Cripple Creek 


Va 

The older writers recommended blood let 
ting in early pneumonia but, although this 
method aided by lowering tension in the blood 
vessels, yet its good effect was partly overcome 
by wasting the precious, more precious, most 
precious leucocytes at this important period. 

Later came Hare who recommended vera 
trum for “bleeding the patient into his own 
in other words he used it for its 
vaso-dilator effect. But veratrum is open to 
the objection that it is not a good vaso-dilator, 
that while it does actually lower blood pres- 
sure, it is mainly due to its action on the heart 


vessels, or 


muscles and not so much the effect on the 
walls of the blood vessels. It is more of. a 
circulatory depressant than a vaso-dilator, and 
it decreases the output of the heart per unit 
of time. 

But nitroglycerine is a perfect vaso-dilator. 
hy depressing the unstriped muscular fiber of 
the walls of the blood vessels, and it increases 
the output of the heart per unit of time by 
lowering resistance to the heart in the arteri- 
However, as the effect of nitroglycerine 
passes away very rapidly I combine the two 
drugs, especially at night, so that the patient’s 
sleep will not be disturbed so often. 

When a patient takes pneumonia a few hours 
after the chill, he appears to be more or less 
shocked by the chill and would actually ap 


oles. 


*Read by title before the Southwestern Virginia Medical So 
ciety at Marion, September 21, 1921 
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pear to need immediate stimulation. But 
either with or without treatment, in at least 
twenty-four hours he reacts and the pulse feels 
full and bounding (even though the tension 
may not be increased), and the pulmonary 
sound is accentuated. It is in this early stage— 
say the first five days—that the happy results 
of treatment are noted and, from my point of 
view, there is no treatment of pneumonia ex 
cept the early treatment. 

Now the whole substance of this treatment 
is to lower blood pressure on the infected lung. 
just as a man with an infected finger will hold 
the finger up to his shoulder rather than al 
low it to hang by his side, thus lowering pres- 
sure in the finger and easing the pain. 

A vicious circle is formed between the heart 
and affected lung. The harder the heart 
pounds against the lung, the greater the con 
solidation within the lung, and, the greater 
the consolidation, the harder the heart pounds 
until it becomes exhausted. The alveolars and 
the bronchioles act as drainage tubes to the 
lung just as well as a drainage tube acts in 
peritonitis. But, if the lung becomes consoli- 
dated, then these bronchioles become occluded 
with bloody exudates containing pneumo-toxin 
and their function as drains ceases, or at least 
is greatly hindered. So, by the lowering of 
the pressure within the lung, consolidation 
is prevented to a great degree and thus our 
drainage tubes stay open. 

While the above is all theoretical stuff, in 
actual practice I have found the happiest re- 
sults since following this plan. Delirium ap- 
pears to have diminished at the rate of about 
75 per cent., which may partly or wholly be 
due to the absence of quinine sulphate. The 
lung does not become so flat, breathing not so 
labored, the heart does not show the mechani- 
cal strain nor the toxemia, and the toxemia 
appears to decrease from the date of chill un- 
til day of crisis. The crisis usually comes 
from the seventh to the ninth day. The dura- 
tion of the disease is not shortened. 

I giye the nitroglycerine everv % hour dur- 
ing the day and until 9 p.m. Then it is only 
given every two or three hours at night so 
that sleep will not be disturbed so often. The 
patient should be an individual as to dosage, 
but T have given 1/50 grain every 1% hour. 
This from the average text-book point of view 
is a heroic dose. In lobar pneumonia it is dis- 
continued about the sixth day, and in bronchial 
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pneumonia or the mixed pneumonia following 
“flu” it is discontinued when the cough gets 
loose. 

Veratrum is given every three hours in six- 
drop doses during the first twenty-four hours 
and gradually diminished until the fourth or 
fifth day. Ammonia chloride is given and the 
bowels are kept freely open. 

SUMMARY 

By reducing the pulmonary pressure in the 
early stage of pneumonia, consolidation and 
toxemia are diminished and the heart 
lieved of both a toxemia and a mechanical 
strain and the mortality is lowered. 
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PRIMARY LARYNGEAL DIPHTHERIA. 


E. TRIBLE GATEWOOD, M. D., F. A. C. S., Richmond, Va 


A Pues vor Berrer Trearment, Basep Upon 
Eartirer AND More Accurate D1acnosis. 
InruBation; Irs INpications anv Convra-Iy- 

pDICATIONS. AVOIDANCE OF Crronic Laryn- 

GEAL STENOSIS AS A SEQUELA. 

Primary laryngeal diphtheria, as we more 
often see it today, may be looked upon from 
a surgical aspect rather than medical. 

It is interesting to note the prevalence of 
diphtheria, which is one of the few conditions 
for which there is available accurate means of 
diagnosis, agencies for determining one’s sus- 
ceptibility, toxin-antitoxin mixtures for their 
subsequent immunization, and speci‘ic therapy 
for treatment. 

Laryngeal diphtheria may be classified as 
secondary and primary; secondary infections 
usually follow the nasal or faucial type, and 
an early diagnosis is relatively easy. 

My remarks will be only directed to the pri- 
mary type which is so commonly overlooked 
until grave respiratory symptoms have de- 
veloped and which is, therefore, fraught with 
such high mortality. With but few exceptions 
the cause of death from this infection can 
usually be charged to the ignorance of the 
parents or to the negligence of the doctor. 
An example of the former is well illustrated 
when one analyzes the statistics as reported by 
the large municipal contagious hospitals for 
intubated cases. As a rule, these patients are 
seen in a late stage for the first time by the 
family physician and are often moribund by 
the time they reach the hospital for treatment. 
The deaths that can be attributed to negli- 
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vence on the physician’s part are the children 
in the incipient stage, giving rise to a slight 
change of voice, cough and probably a little 
rise of temperature. Usually, simple laryn 
vitis or bronchitis is assigned as the cause, or 
the case may be looked upon with suspicion 
and a culture taken from the pharyngeal mu- 
cosa, only to be occasionally positive during 
the early stage in this type of infection. To 
recognize primary laryngeal diphtheria early, 
before obstructive symptoms are manifest and 
it becomes necessary to use intubating or tra- 
cheotomy tubes, we should make a thorough, 
direct inspection of the larynx, and, at the 
same time, obtain an uncontaminated culture 
from the interior of the larynx. To do this the 
child must be securely wrapped in a sheet, 
placed upon a table, in a darkened room, with 
the head held backward to an angle of ninety 
degrees, by an assistant. The distal illumi- 
nated laryngoscope, patterned after Jackson, is 
the best instrument for this purpose, and, if 
inserted gently along the median line until 
the epiglottis is caught up behind the spatula, 
no possible harm can be done and a great deal 
learned. 

The vocal cords, interior of the larynx, and 
the first two or three rings of the trachea can 
be easily brought into view. The only diffi- 
culty to overcome is the laryngeal movements 
und mucus. The slight resistance that is of- 
fered by the patient is no contraindication for 
this important examination. The advantages 
of the examination are three-fold, 1. e., 

1. As a differential diagnosis from papillo- 
matous growths, foreign bodies, edema and ul 
cerative conditions, which invariably are at- 
tended with cough and hoarseness. 

2. The fact of seeing membrane in the larynx 
should be conclusive enough for prompt ad 
ministration of antitoxin instead of waiting 
for obstructive symptoms or a positive cul 
tire. 

3. In order to obtain a positive culture in 
the incipient stage of this form of diphtheria. 
it is absolutely essential that the cultures be 
taken from the larynx and not the pharynx. 

When we stop to consider that direct laryn 
voscopy is the only procedure by which a 
satisfactory view of the larynx can be obtained 
in infants and children, it is difficult to under- 
stand why it is not more generally used for 
early diagnostic purposes, thereby obviating 


the necessity of intubating and preventing 
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many deaths by early administration of anti- 
toxin. 

I clearly recall seeing in consultation. a vers 
emaciated infant, six weeks old, manifesting 
signs of respiratory obstruction. From all 
clinical evidence, antitoxin and intubation 
seemed urgent, but a direct laryngoscopy was 
first decided upon. On inspecting the larynx. 
a chronic hypertrophic stenosis was recognized. 
and it was evident that a low tracheotomy 
was indicated rather than intubation. Trache 
otomy was done under novocaine resulting in 
immediate relief. The culture and Wasser- 
mann were reported later to be negative. The 
patient succumbed to pneumonia two weeks 
later; histological examination revealed a sy 
philitic larynx. 

As a routine, when children give symptoms 
such as hoarseness, cough and slight eleva 
tion of temperature, they should be regarded 
as diphtheria suspects, an immediate direct in 
spection of the larynx is called for. This ex 
amination should make it possible to differen- 
tiate such conditions as previously enumerated 
and at the same time obtain for culture uncon 
taminated laryngeal secretion. During thi- 
examination, if the examiner observes the pres 
ence of membrane, the patient should be im- 
mediately isolated and subjected to the usual! 
treatment, until at least a definite report of the 
culture is made. If, upon this examination. 
no membrane is found and no de‘inite cause 
can be assigned for the symptoms, we have 
no less accomplished an important feature in 
obtaining a culture directly from the interior 
of the affected organ. 

INTUBATION. 

Intubation ‘may be direct or indirect. as the 
operator may elect. While the technic is 
looked upon as very difficult by some, there 
are others who consider it just as simple. 
There is no doubt that a certain amount of 
skill is essential, vet at the same time this is 
readily acquired by practice. It is needless to 
enter into a description of the direct or in 
direct methods of intubating, for they are well 
described in special text-books. The indirect 
method, as worked out by O’ Dwyer vears ago, 
is probably used by the majority of laryngolo- 
gists, and entirely by the pediatricians. The 
compared to the direct 
method, is the very fact of passing a tube into a 
delicate and diseased organ when we do not 
know the real existing condition, which is only 
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gained by direct inspection. We are as un- 
justi‘iable in passing a tube into the larynx 
by the palpatory method with a diagnosis 
based upon objective and subjective symptoms 
(excluding inspection of the larynx), as it is 
to pass a bronchoscope into the lungs in search 
of a foreign body without first obtaining a 
Roentgen-ray plate. 

The indications for intubation, as put down 
in most text-books, are to lead one to wait 
until there is pronounced recession of the 
supra- and infra-sternal spaces with the acces- 
sory respiratory muscles brought into use. 

I think we are prone to wait too late; our 
object should be to conserve all possible energy 
and, to do this, we should intubate when dy- 
spnea is accompanied by restlessness and per- 
spiration and not wait for stridor, retraction 
or suffocative attacks, as are set forth. A 
superfluous intubation, skillfully done, does no 
harm; if deferred too long, it may succeed in 
relieving the respiratory obstruction, but yet 
fail to save the patient. 

Cases Unsuirasie For INTuBation. 

1. Those 
larynx. 

2. Those complicated by tracheal infection. 

3. Those moribund from obstruction, which 
might be increased by temporary blockage. 

4. Cases of subglottic catarrhal laryngitis. 
The latter condition may be difficult to recog- 
nize; at the same time I do not think we are 
justified in intubating unless we can see some 
evidence of membrane, or have previously ob- 
tained a positive culture. Cases of this nature, 
accompanied by urgent obstructive symptoms, 
should be tracheotomized rather than intu- 


bated. 


AVOIDANCE OF 


complicated by edema of the 


Post-OPerATIVE STENOSIS. 


Statistics show one per cent of all cases 
tubed for supposed laryngeal diphtheria are 
subsequently forced to wear an intubated or 
tracheotomy tube permanently. Post-diphthe- 
ritic stenosis may be caused by a replacement 
of cicatricial tissue secondary to a diphtheritic 
necrosis or by a newly formed inflammatory 
infiltrate. While this sequela is not wholly 
avoidable, I do think if a more careful study 
were made of the larynx by direct laryngoscopy 
to ascertain accurately as possible the type 
of pathology existing, we would avoid occa- 
sionally inserting a tube in the midst of a sim- 
ple acutely inflamed organ and expecting the 
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reaction to subside in the presence of that 
foreign body without stricture following. The 
more accurately the tubes are fitted to the 
larynx, the less friction created with sub- 
sequent disaster. The earlier the tubes are in- 
serted. the earlier they are likely to be dis- 
pensed with, thereby lessening muscular con- 
tractions with accompanying hypertrophy. 

The treatment of chronic laryngeal stenosis 
depends upon the type and cause, and will not 
be discussed at this time. It is sufficient to 
say, however, that, excepting the simple hyper- 
trophic type, the treatment is long drawn out 
and uncertain. 


CoNCLUSIONS. 


1. If laryngeal diphtheria is diagnosed 
early, intubation is a rare necessity. 

2. Direct laryngoscopy is the only way to 
obtain a satisfactory laryngeal culture from 
infants and children. 

3. Direct laryngoscopy is the most impor 
tant procedure we have in making a laryngea! 
diagnosis in children. 

4. It is unscientific to intubate before first 
inspecting the larynx. 

5. The earlier antitoxin is administered, the 
better the tubes are fitted; and the sooner 
the tubes are removed, the less likely stenosis 
is to follow. 

Professional Building. 


GLOBUS DIOSPYRI VIRGINIANAE SEMI- 
NUM—REPORT OF A CASE.* 


3y W. LOWNDES PEPLE, M. D., F. A. C. S., Richmond, \V 


Quirico Sotgia, as his name would imply, is 
an Italian. He came from the dispensary to 
my clinie at the Memorial Hospital, on 
January 20th, with a lump in his stomach an< 
an inability to speak or comprehend the Eng 
lish language. 

With much patience and labor we 
enabled to elicit one definite fact, and one only. 
He had eaten of fruit and been made sick. So 
had Adam. So have we al!, each and every 
one of us in all this wide world, provided he 
has lived long enough to be weaned. We have 
all eaten of fruit and been made sick; some 
one kind, some another; some once, some many. 
many times. 

It interested me greatly but did not help me. 
for it is the oldest of all stories—the story of 


were 


*Read before Spartanburg meeting of Tri-State Medical Asso 
ciation, February 16-18, 192 
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the Creation itself. “What kind of fruit, 
Quirico?” There was a shrug of the shoulders 
—a shake of the head. I had left the Garden of 
Eden only to find myself standing before the 
shut front door of the Tower of Babel. 

He was a thin, sallow fellow and the lump 
was plainly evident, so we put him down as a 
probable case of pyloric ulcer or carcinoma 
and sent him on for X-ray examination. 

The roentgenologist reported a rather un 
usual condition. There was no ulcer nor can- 
cer, but there was a large mass which could 
be readily shifted from one end of the stomach 
to the other. It was transparent, of course. 
but made a large globule or filling defect in 
the barium meal. His opinion was that it was 
either a polyp on a very long pedicle or a 
foreign substance such as a hair-ball. ¢ 

This was most interesting. If only we could 
get a history! I thought of my friend Bue- 
ceroni, Who was with us in France. Would 
Louis assist a comrade in great -need, and also 
aid a fellow countryman in dire 
Surely he would—and all was easily arranged. 

“He is a native of Sardinia,” said Bucceroni, 
“but speaks Italian very well.” To this I 
readily assented. He is fifty-two vears old and 
a farmer by profession, but has worked as a 
laborer for the past eight vears, since coming 
to this country. 
riously ill. There is no history of lues. He 
has not had constipation, indigestion, or dys- 
pepsia. He has not vomited nor passed blood. 
There is no marked loss of weight. 

“Has he ever worked in fabrics, threads, or 
varns¢” “No.” 

“Has he had to do with the shearing of sheep 
or the carding of wools?” “No.” 

“Perhaps in Sardinia, his home, he has made 
nets for the taking of little fish?” “No. He 
was a farmer and dug in the ground. Since the 
war began he has worked in an aviation camp 
as a laborer.” He was a ‘well man, working 
at Hopewell, Va.. up to December 16th. On 
that morning he arose as usual, but took only 
a cup of coffee for breakfast. At dinner he 
ate very freely of fruit, making two meals at 
one time of this alone. 

“What kind of fruit?” “He does not know. 
He thought at the time that it was very good. 
but now—-nio !” 

“Where did he get the fruit?” 
tree. 


distress ? 


He has never before been se- 


“Off of the 
He saw others eating it, and made two 
meals of it himself at one time.” 

Here was light at last! What tree in Vir 
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ginia bears ripe fruit in mid-December‘ But 
one—the Diospyrus Virginianae. Evidently 
this tree that is the crowning glory of Flu- 
vanna County, does not flourish along the 
banks of the Piave. It is unknown in the home 
of the Garibaldi. Its luscious fruit, the de- 
light of all natives of my State, including 
canines, marsupials, and Afro-Americans, is 
the despair of the dwellers in Istria. It is our 
meat. It is their poison. - 


“Did he eat the seeds?” “He ate every- 
thing.” “Did he spit out the seeds?” “No. He 


ate all. 

“Did he pass the seeds?” 
but does not know.” 

“Did he vomit the seeds?” “No, but each 
day, not missing one in five weeks, he has put 
down his throat the finger and tried to vomit. 
But nothing comes; only a little pinkish water 
that tastes and smells always of the fruit, and 
it is very, very bad.” 

On January 25th he was taken to my clinic 
and his case was thoroughly gone into with 
the students, taking up the history, laboratory 
and physical findings. We then made a sum- 
mary, about as follows: 

Here is a man with a lump in his stomach. 
He has none of the symptoms of ulcer or can- 
cer, except the mass. His blood picture shows 
nothing abnormal. His chief complaint is gas- 
tric distress and nausea, which makes him un- 
able to work. He wants to empty his stomach 
but cannot. His trouble is definitely associated 


He spit out nothing.” 
He thinks not. 





Showing the mass as a filling defect. well over in the 


cardiac end of the stomach 


with the eating of fruit on December 16th. On 
that day he was well. Since then he has been 
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sick, He was quite ill for several days and was 
under the care of a physician, who gave him 
purgatives. This helped him, but did not cure 
him, 

Here is the mass in the epigastrium. We 
can shift it from under the ribs on the left 
side over to the median line. The roentgen- 
ologist tells us it is either a polyp on a long 
pedicle or a foreign mass. He says there is a 
large mass which displaces his barium, and 
that under the fluoroscope he can shift it from 
one end of the stomach to the other. There is 
one important negative fact which he did not 
record. If the mass was really a polyp there 
should have been a dimpling of the stomach 
wall where the pedicle was attached, when the 
mass was pushed to the end of its tether. No 
such dimpling was noted. The history of its 
abrupt onset is not the history of such a 
growth. I think we may exclude it. 

We then have by exclusion a foreign body. 
What is its nature? 

We have the definite history of this man 
having eaten freely of the fruit of the Diospy- 
rus Virginianae on December 16th, just forty 
days ago. It is definitely known that he swal- 
lowed the fruit seeds and all. He did not spit 
them out or vomit them up. He can not say 
that he has passed them. The seeds of this 
fruit are large and flat. They are covered or 
surrounded by a gluey-like mass of pulp which 





Showing the mass pushed over toward the pyloric end 
of the stomach, near the lesser curvature. 


Fig. 2. 


might readily make them mass or mould into 
a ball. When he vomits now he tastes the fruit 
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which he ate forty days ago. He has eaten 
none since, and doubtless never will again. | 
think our diagnosis can be made: Globus 
Diospyri Virginianae Seminum. 

The next question is: What is the safest 
method of obtaining relief? 

I have advised with several colleagues, and 
all advise gastrotomy. If on opening the ab 
domen we find the mass is easily broken up. 
we may decide to crush it and pass it down 
through the pylorus. This would have the dis 
advantage of possibly causing an obstruction 
further down, but the advantage of leaving 
the stomach unopened. 

We make the right rectus incision as for 
wastric operations—and here is the mass. You 
see the stomach is not adherent, nor are its 
walls congested. ‘The mass is larger than | 
had thought. It is irregular in outline. It is 
very hard to the touch. I think I would do 
much harm to the gastric mucosa if I tried to 
crush it. I slip it over to the least vascular 
area, here to the left of the median line, and 
incise the stomach from above downward in 
the line of its vessels. I deliver the mass. 





Fig. 3. The mass after removal, showing its size and 
composition. 
Our diagnosis is veritied—you can see the seeds 
sticking out of it like peanuts in peanut candy. 

The stomach contains some fluid and bile but 
there is no evidence of erosion on the surface 
that is visible. The incision is closed with 
chromic gut, with a few sutures of linen for 
safety. The abdominal wound is closed in the 
usual way and the operation is completed. 

The specimen when passed around was of a 
greenish yellow hue, with a strong odor of 
the fermenting fruit. It was about three and a 
half by three inches. It is very irregular in 
outline and compact in structure. The seeds 
seem firmly embedded in a dense fibrous mass. 
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It was later dried out and shrunken, and lost 
much of its size and weight. 

The patient had no unfavorable symptoms 
and made an uneventful recovery. 
THE TREATMENT OF BLEPHARITIS 
ULCEROSA WITH MERCUROCHROME. 


By WILLIAM PATTERSON, M. D., Danville, Va 


Fuchs says, “Blepharitis is distinguished by 
its eminently chromic course, which often ex- 
tends over a series of years. A permanent 
cure is obtained in only a few cases.” 

Every one who has treated this disease has 
found the above to be true. Blepharitis ulce 
rosa is a very common, as well as a stubborn 
disease. For this reason, we are all interested 
in a treatment that has done good in some 
cases of long standing. 

For a permanent cure, treatment should be 
both general and local. Scrupulous cleanli- 
ness and general supporting remedies are the 
first requisites in the treatment. Causal con- 
ditions, such as dacryostenosis and conjuncti 
val catarrh, are removed. In all cases, an es- 
sential part of the treatment is the thorough 
correction of any existing refractive error. 
Any general disorder, such as constipation. 
anaemia or tuberculosis is relieved, if possible. 

The following local treatment, and this is 
the part I wish to emphasize, has proven very 
satisfactory; and when combined with the 
proper general treatment, a permanent cure is 
almost always obtained. 
ening the scabs with white precipitate oint 
ment and then removing them with hot boric 
small 


This consists of soft- 


acid compresses. The abscesses are 
opened and cleaned out. The cilia are epilated 
at the first treatment. After the lid margins 
have been thoroughly cleansed and dried, a 
tive per cent solution of mercurochrome is 
painted along them, being careful to get the 
medicine on the lid margins only, as its bright 
red color is objectionable on the face and hard 
to remove. This treatment is given once a 
day, preferably at bed time. It is remarkable 
to see the results obtained after a few appli 
cations of this treatment, in cases of long 
standing, that have withstood all other treat- 
ment. 

Mercurochrome, a combination of fluorescein 
and mercury, is one of the more recent prep 
arations. Unlike iodine and silver, that have 
been extensively used in the treatment of 
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blepharitis, it has powerful germicidal and 
penetrating properties, without, however, irri- 
tating the tissues. It is highly thought of by 
Dr. Lancaster, who advises its use before 
operation and also in acute infections of the 
ocular and palpebral conjunctiva, but I have 
never seen it recommended in the treatment 
of blepharitis. 
Milk rv Building. 


Correspondence 





Re Medical College Merger. 
Norfolk, Virginia, 
January 3, 1922. 
To Dr. A. G. Brown, Editor: 

I thank vou very much for your permis- 
sion to publish Dr. Gray’s letter in the 
Monthly. 

A few words of explanation are necessary 
to make the matter plain to the members of 
the Society to whom the Monthly goes. 

Dr. Gray was the presiding officer at the 
Lynchburg meeting, when Dr. McGuire's reso- 
lution, favoring Richmond as the site of the 
proposed combined presented. 
There was only a brief discussion of the reso- 
lution before two “substitutes” were offered. 
and the discussion of these substitutes was 
also very limited. When both of them had 
heen disposed of by adverse votes, the question 
before the house was the original resolution of 
Dr. McGuire’s. At least a dozen friends of 
the University of Virginia were anxious to 
discuss the matter, and had reason to feel that 
their remarks might have a decided influence 
on the final vote. Zo their utter astonishment 
they were re Fuse d the right to Spe aie, the Chair 
ruling that disposal of the substitutes render 
ed discussion of the original motion “out of 
order”. 

Such a decision was unique and “unheard- 
of” in parliamentary usage, and contrary to 
“Roberts’ Rules of Order”, under which the 
proceedings were supposed to be conducted. 

Immediately after the adjournment I con 
ferred with one of Dr. Gray’s close friends, Dr 
Stephenson, a former member of the Virginia 
Legislature, who agreed with me that Dr. 
(ray was in error. I at once repeated this to 
Dr. Gray and urged that he inform himself 
and, in justice to the Society, if he found that 
he was mistaken, report the matter to the So 


school, Was 
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ciety before final adjournment the next after- 
noon. 
The attached letter was sent to me later by 
Dr. Gray, and will explain itself. 
(Signed) Sourueate Leien. 


Dr. Gray’s Lerrer. 
Richmond, Virginia, 
October 25, 1921. 
To Dr. Sourncatr Lrren :— 

In my continued effort to be absolutely fair 
and impartial in my ruling, I attempted in 
Lynchburg to secure a copy of Roberts’ Rules 
of Order to determine whether or not I was 
correct in not allowing further debate after 
the vote on the ratification of the resolution of 
the House of Delegates had been called. Since 
my return I have purchased a copy of Roberts’ 
Rules of Order Revised, and find under Sec- 
tion 7, “Debate must be limited to the merits 
of the immediately pending question, that is, 
the last question stated by the chair that is 
still pending; except that in a few cases the 
main question is also open to debate.” Refer- 
ence is made to Section 45, under which I find 
in the list of “Motions that Open the Main 
Questions to Debate” the word “Ratify”. 

I was, therefore, correct in my opinion that 
the resolution adopted by the House of Dele- 
gates was still under discussion. You will re- 
call that several advocates of Charlottesville, 
including Dr. Jones, discussed the resolution 
adopted by the House of Delegates. The sub- 
stitute offered by Dr. Jones, if passed, would 
have immediately settled the main question. 
Ample opportunity for debate was allowed on 
it, and the question called without objection. 
The vote was then ordered. I thought the de- 
bate on the whole subject was closed when the 
question was called on Dr. Jones’ substitute. 

The best interpretation I can make inclines 
me to believe that technically I was in error 
in not allowing a continuation of the discus- 
sion of the “Main Question”, which was the 
motion of Dr. McGuire to ratify the resolu- 
tion of the House; but when you appealed from 
my decision and the Society sustained my rul- 
ing, the vote by which the resolution was 
passed was entirely proper. 

Never having posed as a parliamentarian 
and not having seen for many years a copy of 
Roberts’ Rules of Order, I wish to thank you 
for appealing from my decision so that the 
wishes of the body could be obtained. I feel 
that if I have made an error, it has worked no 
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hardship on anyone; but, if such has been 
done, it more seriously affects the advoca.s 
of Richmond than those of Charlottesville, 
since you will recall that no Richmond advo- 
cate was permitted to discuss the question at 
all, which fact has been brought to my atten- 
tion by several who intended to discuss it. 

I trust and believe that the calibre of the 
doctors in this State is not sufficiently small 
to allow a difference of opinion as to what is 
best in the location of our State Medical 
School to cause any personal ill feeling or in 
any way damage our Society, but that the next 
meeting in your city will be the most interest- 
ing and instructive in its history. 

(Signed) A. L. Gray. 
Norfolk Makes Prior Claim For Tuberculin 
Test on Cows. 





December 21, 1921. 
To rue Epriror: 

I read an article in the December number 
of the Viretnira Mepican Monruty, written 
by Dr. S. H. Rosenthal, of Lynchburg, en- 
titled “Public Health Work in Lynchburg,” 
in which he states that “In April, 1913, the 
city adopted an ordinance requiring all milk 
sold or delivered in the city to be pasteurized 
or drawn from tuberculin tested cows. The re- 
sult was that Lynchburg was the first city in 
America whose people enjoyed immunity in 
possessing milk immune from bovine tuber- 
berculosis.” Dr. Rosenthal is in error when 
he states that Lynchburg was the first city in 
America having an ordinance requiring tuber- 
culin test for dairy herds. I am quoting, 
verbatim, a copy of a city ordinance passed 
by the Councils of Norfolk on March 12, 1901, 
Sec. 349: 

“Any owner of cows selling milk within the 
city of Norfolk shall have such cows tested 
for tuberculosis by a reliable veterinary be- 
tween September 1st and December Ist, of 
each year, and shall file with said inspector 
within said time a certificate of said veteri- 
nary as to the condition of the cows, and 
should any of said cows have tuberculosis no 
milk shall be sold by such owner within the 
city of Norfolk while in possession of such 
tubercular cow.” 

So far as my information goes, I believe 
that the city of Norfolk was the first city not 
only in Virginia, but in the United States, to 
require all herds, from which milk was drawn 
to be sold in Norfolk, to be tuberculin tested. 
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This ordinance has been actively in operation 
and strictly enforced for more than twenty 
years. 
Pownatan §S. Scuencs, M. D.. 

Director Public Welfare and Health 
Commissioner, Norfolk, Va. 

A New Year Message To All Ex-service Men. 
Norfolk, Virginia, 

January Ist, 1922. 

I want every ex-service man in Virginia to 
become a member of the American Legion dur- 
ing the coming year. 

This organization is for you. It is not 
military, and rank is not recognized. It stands 
for all that is best in American life. It is 
non-sectarian and non-political. It does not 
discriminate against any race, sect or creed. 
It is for God and country. It is American to 
the core. Any person who has served his coun- 
try in her hour of need and who has an honor- 
able discharge is eligible for membership. It 
is organized “to consecrate and sanctify our 
comradeship by our devotion to mutual help- 
fulness.” 

I consider it a great privilege to be a mem- 
ber of the American Legion and to be able to 
participate in the splendid work it is doing for 
those of our comrades who are physically and 
financially disabled. Why can you not come 
in and lend a helping hand? 

If you do not approve of the policy of the 
Legion get in and change it. /¢ is your organi- 
zation. You who remain on the outside and 
criticise can accomplish nothing; on the én- 
side you can do so much good. Come in. 

A Happy New Year To You All. 
Yours for Service 
Junius F. Lyncn, 








Department Commander. 





Proceedings of Societies 


The Norfolk County Medical Society. 


The Eye, Ear, Nose and Throat Section of 
the Norfolk County Medical Society met 
Thursday evening, December ist, 1921, Dr. J. 
Warren White in the chair. 

Subject Symposium: Infection of the Ac- 
cessory Nasal Sinuses. 

Etiology, Pathology and Diagnosis: Dr. 
Frank P. Smart. 

Systemic Diseases and Ophthalmic Lesions 
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Resulting from these Infections, Dr. H. L. 
Myers. 

Surgical Treatment, Dr. Herbert R. Ethe- 
ridge. 

Dr. J. E. Drenu: I have enjoyed these pa- 
pers very much. I have been a victim to 
chronic sinusitis for the past fifteen years and 
am still suffering from some of the operations 
that were performed in my nose. In acute 
sinusitis I think many of them can be cured 
by using suction and irrigation and establish- 
ing drainage. In chronic sinusitis I don’t 
know whether we get much good from radical 
operations. It is a question to me whether we 
ever cure a case of chronic sinusitis. When we 
operate I believe the external operation is the 
best, for we have the field in view and are not 
working in the dark. 

Dr. B. R. Kennon: First, I wish to thank 
each one of the gentlemen for these papers 
and the way in which they presented them. 
We are fortunate to have heard the papers as 
we all know this is one of the biggest subjects in 
our surgery. It is responsible for as much work 
and annoyance as all the rest of our work to- 
gether. I don’t believe there is a man in this 
room but hates to see a case of chronic ethmoi- 
ditis or sinusitis come into his office. I can do 
as clean an ethmoid as any one but do not al- 
ways get as good results as I. would like. 

In the last year I have had four cases of 
frontal sinusitis in which I did a radical 
operation. Two are well and two are still 
draining and I can’t tell the outcome. I re- 
call two cases of ethmoiditis with retro-bulbar 
neuritis, with practically no vision. One with 
polyps was cured with operation and one 
without polyps was cured with suction. 

Dr. A. A. Burke: Dr. Myer’s statement as to 
how the sinus infections caused so much sys- 
temic trouble reminds me of a case that came 
into my office the other day with asthma and, 
in making my examination, I found that she 
had an infected antrum. After operation for 
the antrum trouble there has been no return 
of the asthma. Sometime ago I read an article 
in a leading medical journal, entitled “Death 
Caused from Opening the Antrum” and, for 
a while, I was almost afraid to open an an- 
trum, but I have come to the conclusion that 
it was from the cocaine and not the operation. 
I have operated on over two hundred without 
any trouble. I think the reason we so often 
fail to get good results in ethmoid operations 
is because they spread over such a large area 
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we never knew when we have removed them 
all. 

Dr. J. W. Wurre: L would like to say that 
I have enjoyed these three papers. Dr. Smart 
brought out a good point in his paper about 
proper ventilation of the sinuses. I think that 
most important. Dr. Myers in speaking of 
retro-bulbar neuritis recalls a case I had some 
time back. A man came to see me with one 
eve red and the vision in that eve 5/200 and | 
found that he had antrum infection. Ten days 
after the antrum was opened up the vision 
was 20/20. Another case was a lady who was 
suffering with bronchitis. I thought probably 
it might be tuberculous and in having her 
chest and teeth x-rayed we accidentally found 
an infected antrum; after this was drained the 
bronchitis cleared up. In Dr. Etheridge’s pa 
per on treatment, I think proper ventilation 
should be done before doing any radical opera 
tion. In operating for frontal sinusitis 1] 
prefer the nasal route for, if you have in- 
fection you will have a sinus. I have seen sev 
eral cases do this. I understood Dr. Etheridge 
to say if inspection and x-ray were negative he 
would advise an exploratory operation in 
ethmoiditis. I would like to take issue with 
him. I think we should do as little as possible 
and wait and watch. 

Dr. F. P. Smarr: Do as little as possible to 
the ethmoids and in many cases it is best to 
remove the middle turbinate, and in doing this 
the Sluder method is the best I have tried. I 
know of one case in which we had to do some- 
thing for the pain and I was afraid to do a 
submucous first on account of his nose being 
full of pus. I worked the Sluder knife up 
to the cribriform plate and removed the mid- 
dle turbinate, also opening up the ethmoids, 
and gave good drainage, and the infection 
cleared up. 

Dr. H. R. Erueriwer: In answer to Dr. 
White; the point I meant to bring out was that 
in hyperplastic sphenoiditis there is nothing 
you can see and the x-ray will show nothing: 
the patient has severe headaches and these 
are aggravated by cold. You have nothing but 
subjective symptoms. Often when vou open 
up the ethmoids you will find diseased cells 
and probably polyps. That is what I meant 
when I said operate. 

A. D. Morean, Reporter. 


The Seaboard Medical Association of Virginia 
and North Carolina 


Held its twenty-sixth annual meeting at 


Norfolk, December 6-8, 1921, under the presi- 
dency of Dr. FE. C. S. Taliaferro, of that city. 
The scientific program included a large num- 
ber of interesting papers and the social fea- 
tures, which included a smoker, a reception by 
the president, and an oyster roast at Cape 
Henry, added much to the enjoyment of those 
in attendance. Newbern, N. C., was selected 
as the place of the next meeting, which is to 
convene on the second Tuesday in) Decem- 
ber 1922. The followig officers were elected : 
President, Dr. Jos. L. Spruill, Sanatorium, N. 
(.: vice-presidents, Drs. Jos. T. Buxton, New- 
port News, Va., W. FE. Warren, Williamston, 
N. C.. Cora Z. Corpening, Suffolk, Va., and 
Franklin P. Gates, Manteo, N. C.; treasurer, 
Dr. Geo. A. Caton (re-elected), Newbern, N. 
(., and secretary, Dr. Clarence Porter Jones 
(re-elected), Newport News, Va. 


Southside Virginia Medical Association. 

The seventy-second quarterly session of this 
Association was held in Petersburg, Decem 
ber 20, with about fifty members present. Dy» 
K. L. Kendig, the president, was in the chair. 
An unusually good program was rendered at 
the afternoon session and a public meeting on 
cancer was given at night. This last meeting 
was presided over by Mr. W. E. Harris. editor 
of the Zndex-Appeal, and was addressed )\ 
Drs. J. S. Horsley and R. C. Bryan, of Rich 
mon. 

The following officers were elected for (vz: 
President, Dr. T. M. Raines, Wakefield; vice 
presidents, Drs. W. C. Harman, Dolphin, W. 
(. Powell, Petersburg, W. T. Gay, Suffolk 
and E. F. Reese, Courtland: secretary-treas 
urer, Dr. R. L. Raiford, Sedley. The next 
meeting, on the second Tuesday in March, wil! 
he held in Suffolk, Va. 

R. L. Ratrorp, Secretary. 


The Augusta County Medical Association 

Held is regular meeting in Staunton. De 
cember 7, with an attendance of about 25 mem- 
bers. Several interesting case reports were 
given and papers were read by Drs. C. P. 
Obenschain, H. G. Middlekauff, D. T. Goch 
nauer and FI. F. White. It was decided to hold 
meetings quarterly instead of bi-monthly. Dr. 
W.S. Whitmore and Dr. J. F. Fulton, both of 
Staunton, are president and secretary, re 
spectively. 
The Dinwiddie County Medical Society, 

At is annual meeting the middle of Decem- 


ber, elected Dr. R. A. Martin, Petersburg. 
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president; Dr. E. W. Perkins, Petersburg, R. 
D., vice-president; and Dr. W. C. Powell, 
Petersburg, secretary-treasurer. Drs. C. 5S. 
Dodd, C. M. McCuiston and Geo. Reese were 
elected members of the board; Drs. E. L. 
McGill and J. F. Ragland delegates to the 
State Society; and Drs. C. T. Jones, D. C. 
Mayes, and L. S. Early members of a com- 
mittee on public health and legislation. 


The Warren-Rappahannock-Page County 

Medical Society 

Held its regular meeting at Luray, Novem- 
her 9, 1921, at which time a symposium was 
presented on Acute and Chronic Parenchyma 
tous, and Chronic Interstitial Nephritis. Pa 
pers were read by Drs. Giles B. Cook, E. 1. 
Grubbs, R. P. Cooke, D. M. Kipps, and L. F. 


] 


Hansbrough, of Front Royal, Geo. H. Long 


and Virgil Hammer, of Luray, E. R. Brown 
ing and L. C. Haynes, of Flint Hill. and P. G. 
Hundley, of Shenandoah. ‘The discussion was 
opened by Dr. E. W. Brown, of Washington, 
Va. The next meeting will be held in Front 
Royal, April 22, 1922. 


The Southampton County Medical Society 

Held its regular monthly meeting in Court 
land, December 6th. After the scientific end 
of the program was disposed of; the annual 
election of officers was held and the follow- 
ing were elected: President, Dr. B. A. Pope. 
Newsoms; vice-presidents, Drs. E. F. 
Courtland, H. H. Foster, Branchville: and 
secretary-treasurer, Dr. R. L. Raiford (re 
elected), Sedley. 

The men present determined to put forth an 
especial effort to make 1922 the banner year 
of the Association. It was decided to hold 
the January meeting in Franklin, and a good 
program and full attendance are expected. 


Reese. 


R. L. Ratrorp, Secretary. 


The Warwick County Medical Society, 

At its annual meeting, elected the follow 
ing officers: President, Dr. D. W. Draper: 
vice-president, Dr. W. S. Snead; secretary 
treasurer, Dr. H. E. Knox. All are of New- 
port News. 


Richmond Academy of Medicine and Surgery. 

At its annual meeting on December 13, Dr. 
Arthur C. Christie, of Washington, D. C., read 
a paper on “Ulcer of the Stomach”. Fol 
lowing this, the election of officers was held 
and the following men were chosen to preside 
over the Academy in 1922: President, Dr. 
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James K. Hall; vice-presidents, Drs. R. D. 
Garcin, W. H. Craig, and J. R. Blair, secre 
tary, Dr. M. W. Peyser; assistant secretary, 
Dr. KE. H. Terrell; treasurer, Dr. Howard Ur- 
bach; librarian, Dr. G. P. LaRoque. A Judi- 
ciay Committee, composed of the following 
members, was appointed: Drs. Thos. Dv Jones, 
A. L. Gray, MeGuire Newton, Virginius Har- 
rison. Greer Baughman, W. H. Higgins, and 


W. L. Peple. 


The Medical 
Columbia, 
At is anual meeting, held recently, elected 

Dr. Archie W. Boswell, president; Drs. Wma. 

H. Hough and Prentiss Willson, vice-presi 

dents: Dr. J. Russell Verbrycke, corresponding 

secretary: Dr. C. B. Conklin, recording secre 
tary; and Dr. Edw. G. Seibert, treasurer. 


Society of the District of 


Southern Medical Association. 

At the fifteenth annual meeting of the As 
sociation at Hot Springs, Ark., Dr. Seale Har 
ris, Birmingham, Ala., was elected president, 
and Dr. M. Y. Dabney, Birmingham. Ala.. 
secretary-editor. The next meeting is to be 
held in Chattanooga, Tenn. Dr. Kenneth M. 
Lynch, Charleston, S. C.. was awarded a gold 
medal for his laboratory work and accomplish- 
ments in the study of tropical medicine. 
Southern Surgical Association. 

The annual meeting of this association was 
held at Pinehurst, N. C.. December 13-15, un 
der the presidency of Dr. Randolph Winslow. 
of Baltimore. 
and the papers were of a high degree of excel 
lence. Dr. C. Jeff. Miller, of New Orleans. was 
elected president and Dr. H. <A. Royster, 
Raleigh, N. C., was re-elected secretary. The 
next meeting is to be held at Memphis. Tenn.. 
in December 1922. 

Drs. R. L. Payne, of Norfolk, and R. C. 
Bryan, of Richmond, carried off the honors 
in the golf tournament which was open to all 
members. 


There was a good attendance 


Secretary’s Announcement 


Medical Practice Act Endangered. 

The chiropractors plan the establishment 
of their own examining board in this State at 
the next session of the State Legislature. This 
board will establish its own standards as to 
preliminary training as well as to technical 
training—God save the mark. They plan also 
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the establishment of their own training school 
with the legal right to confer the honored title 
of “Doctcr” on their graduates. If their plans 
succeed, they will get the privilege of placing 
their patients in any and all hospitals main- 
tained in whole or part by public funds; the 
right to sign birth and death certificates; the 
privilege of establishing their own hospitals 
and clinics; in fact, they obtain, with the suc- 
cess of this pernicious legislation, every right 
and privilege now enjoyed by men who have 
earned by honest effort and high standards of 
training and character the right to minister to 
human ills. What they actually obtain is a 
wider opportunity to prostitute the title of 
“Doctor” to the lowest mercenary levels; a 
legally fortified vantage point from which to 
undermine as far as possible the work of the 
State Board of Health and your local health 
authorities; an opportunity to fasten on each 
community in the State an aggressive focus of 
ignorancce’ and disease, more injurious than 
that disgusting nonsense—Christian Science. 
A statement of the case of chiropractic, ob- 
tained from their own lterature, and, there- 
fore, in a sense, reliable, will be mailed within 
the next few days to the members of the medi- 
cal profession, officers of the Virginia Tuber- 
culosis Association, Red Cross, and other 
organizations interested in the prevention of 
disease. 

It is difficult enough to do educational health 
work in any community without having ag- 
gressive sources of ignorance to contend with; 
it will be more difficult if these persons with 
the purloined title of “Doctor” are working 
against you. ‘ 
G. H. Wryrrey, Secretary. 


The Truth About Medicine 


During October the following articles have been 
accepted by the Council on Pharmacy and Chemis- 
try for inclusion in New and Nonofticial Remedies: 

Davis and Geck: 

Kalmerid Germicidal Tablets. 
Potassium-Mecuric-lodide. 

Eastman Kodak Company; 

Eastman Barium Sulphate for Roentgenology. 

Powers-Weightman-Rosengarten Co.; 

Copper Citrate—P. W. R. 
Mercury Benzoate—P. W. R. 
Mercury Cvanide—P. W. R. 
Mercury Succinimide—P. W. R. 
Silver Citrate—P. W. R. 

Silver Lactate—P .W. R. 

Solution Arsphenamine-Lowy: This product 
has been acquired by E. R. Squibb and Sons, 
and is retained in New and Nonofficial Reme- 
dies as Solution Arsphenamine-Squibb. 


VIRGINIA MEDICAL MONTHLY. 


[January, 


During November, the following articles have 
been accepted by the Council on Pharmacy and 
Chemistry, for inclusion in New and Non-official 
Remedies: 

G. W. Carnrick Co.: 

Amylzyme Capsules. 

Merck and Co.: 

Bromipin 10 per cent. 
Iodipin 10 per cent. Tablets. 

Powers-Weightman-Rosengarten Co.: 

Theobromine—P. W. 

Schering and Glatz: 

Xeroform S. and G. 
E. R. Squibb and Sons: 
Diphtheria Immunity 
Squibb. 
Diphtheria Toxin—Antitoxin Mixture—Squibb. 


Test (Schick Test)— 





Analyses, Selections, Etc. 


Radium. 

Radium was discovered in 1898 by Madame 
Curie. It is extracted from a number of radio- 
active ores, and there are now in existence 
about three ounces. The radium used thera- 
peutically is not the element itself, but one of 
its bulkier salts or a gaseous emanation. There 
are three kinds of radium rays, but the Gam- 
ma, having a selective action upon the diseased 
cells, s the most important in medical work. 

Plaques, tubes and needles are used to con- 
vey the element to the point of application. 
The application is painless, and is usually fol- 
lowed by a reaction, sometimes severe and very 
painful. Much skill and judgment on the part 
of the operator are necessary to make this re- 
action as mild as possible. 

1. C. J. Broeman, of Cincinnati, in a pa- 
per on this subject calls attention to the fact 
the the popular impression that radium treat- 
ments are very expensive is far from the 
truth. The patient saves considerable time and 
money, because no extended sojourn to the hos 
pital is necessary. There is very little inter- 
ruption to his or her regular duties. ‘Treat- 
ments are painless and there is no period of 
convalescence. 

2. Radium is the ideal treatment for all 
forms of basal-celled epithelioma and _ for 
prickle-celled epithelioma, if seen early enough 
and no glandular involvement is present. 

3. In carcinoma of the lip it is the treat- 
ment of choice when the case is seen early. 

4. Radium is to be preferred in certain un- 
complicated cases of uterine fibroid and bleed- 
ing. 

5. Radium should be universally used in 
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cancer of the cervix and inoperable cancer of 
the body of the uterus. 

6. In all forms of inoperable cancer it re- 
lieves pain and hemorrhage and lessens dis- 
charge. 

7. Radium is to be preferred to the x-ray 
in cases of goiter because of its exact dosage. 
deeper pentration and ease of application. 

8. It is the preferred treatment in tuber- 
culous adenitis and vernal or spring catarrh 
while in certain systemic diseases, such a 
splenomedullary leukemia, pernicious anemia, 
and Hodgkin’s disease, radium therapy has 
proved beneticial. 

8. In dermatology radium improves and 
eradicates many heretofore stubborn and in- 
curable dermatological conditions, among 
which may be mentioned angioma, lymphan- 
gioma, keloids, lupus erythematosis and vul- 
garis, chronic eczema of the mucous membrane 
of the lips, warts, sycosis vulgaris, intractable 
pruritus, localized eczema, leucoplakia, exten- 
sive hypertrichosis and other skin affections. 

10. From my own experience I feel jus- 
tified in affirming that radium is here to stay 
and that the physician who is not willing to 
recognize its value to medical science is simply 
refusing to read the handwriting upon the 
wall—(KHy. State Med. Jour., June 1921). 





Book Announcements 


Nostrums and Quackery. Articles on the Nostrum 
Evil, Quackery and Allied Matters Affecting the 
Public Health, reprinted with or without modifica- 
tions, from The Journal of the American Medical 
Association. Volume II. Illustrated. 832 pages. 
Pyblished by the American Medical Association. 
535 North Dearborn Street, Cchicago, Ill. Cloth 
8vo. Price, $2.00. 

The first volume of this book was published 
ten years ago and a second and enlarged edi- 
tion a year later. Since then, weekly articles 
on the nostrum evil, etc., have been published 
in The Journal of the A. M. A. This ma- 
terial has been collected and put in the pre- 
sent volume. In the Preface, it is emphasized 
that the work which this volume represents is 
wholly educational in character—not puni- 
tive. The material has been prepared in no 
spirit of malice and only to lay before the 
public certain facts “the knowledge of which 
is essential to a proper conception of com- 
munity health.” It is intended as a book of 
reference, though much of the matter makes 
interesting reading. 
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The Life of Jacob Henle. By VICTOR ROBINSON, 
M. D., Formerly Editor of Medical Review of Re 


views; Editor of “Medical Life.” 1921. Medical 
Life Company. 12 Mount Morris Park, West, 
New York. 8vo. 117 pages. Price, $3 postpaid. 


The first biography of Jacob Henle (1809- 
1885) in the English language has been most 
attractively portrayed by Dr. Robinson. Many 
of his inimitable letters are incorporated in 
this volume, giving a more intimate insight 
into the life of one of the “makers of modern 
medicine.” The edition is limited to 500 
copies, only 400 of which will be offered for 
sale. 

A Form of Record for Hospital Social Work, In- 
cluding Suggestions on Organization. By GER- 
TRUDE L. FARMER, Director, Department of 
Social Work, of Boston City Hospital, Boston 
Mass. Philadelphia, London and Montreal. J. 
B. Lippincott Company. 1921. 81. pages. Cloth. 

Clinic in Shenandoah County. 

The latter part of December, the Shenan- 
doah County Chapter of the American Red 
Cross, in co-operation with the County School 
Board, held a two-day clinic at Woodstock, 
Va., at which time fifty-two children were 
operated upon for adenoids and diseased ton- 
sils. Dr. Philip Boyd, of Winchester, was 
the operating surgeon, and he was assisted by 
a large number of the Shenandoah County 
physicians and a number of nurses. 


The U. S. Civil Service Commission, 

Washington, D. C., anonunces open competi- 
tive examinations for bacteriologist, associate 
bacteriologist, assistant bacteriologist. junior 
bacteriologist; for roentgenologist, associate 
roentgenologist, assistant roentgenologist, 
junior roentgenologist; and for surgeon’s as- 
sistant in dental, eye, ear, nose and throat 
work. Applications will be rated as received 
until March 31, 1922. 

There is also urgent need. for reconstruction 
assistants and aides in physiotherapy and oc- 
cupational therapy, trained nurses, and phy- 
sicians, to serve in hospitals and other es- 
tablishments of the U. S. Public Health Ser- 
vice and the Veterans’ Bureau, in the care and 
rehabilitation of men injured in the World 
War. Applications will be received by the 
Commission for these positions until further 
notice. Applicants will not be given written 
scholastic tests, but will be rated upon their 
education, training, experience, and physical 
ability. 

Detailed information will be given by the 
Commission on request. 
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Resolution by Medical Society of Virginia 
Endorsing the Majority Report of the 
Commission on Medical Education in 
Virginia. 

Whereas, The Commission on Medical Educa- 
tion in Virginia, appointed by the Governor to 
study medical education in Virginia and make a 
report to the legislature, has recommended that 
there be one state supported school in Virginia, 
and 

Whereas, The Commission has recommended 
that the departments of medicine, dentistry, and 
pharmacy be conducted by said medical school 
as a part of the University of Virginia. .nd 

Whereas, The Commission has recommended 
that said school be conducted in Richmond, and 

Whereas, The State Dental Association unani- 
mously, and the State Pharmaceutical Associa- 
tion unanimously, with two exceptions, have en- 
dorsed this report, and 

Whereas, The medical profession of the State 
has, by an overwhelming majority, indicated its 
appreciation of the urgent necessity for adopting 
this report, therefore be it 

Resolved, 1. That the Medical Society of Vir- 
ginia, in its annual session at Lynchburg, -1- 
dorses this report and urges the State legisla- 
ture and the Governor to enact the necessary 
laws to put it into effect at the earliest possible 
date, and be it 

Resolved 2. That the editor and publication 
committee of the Virginia Medical Monthly be 
instructed to use its columns in support of the 
Commission’s report. 


VIRGINIA. MEDICAL MONTHLY. 











A Call to Duty. 
The members of the Medical Society of Vir- 
ginia are urgently called upon to exert every 
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proper influence upon the members of the 
General Assembly to support and to enact into 
law the measures recommended by the Medi- 
cal Commission, looking to the establishment 
of a modern state supported medical school. 
This is, indeed, a medical matter of extreme 
importance. Let every doctor exert his in- 
fluence in behalf of this needed legislation. 


A Reproach. 


There is ne division of opinion on the medi- 
cal school question except as to the location. 
The profession in Virginia, through its State 
organization, stands for one state supported 
modern medical school, adequate for the pre- 
sent day needs and future progress, whether 
it be located at Richmond or Charlottesville. 

A majority of medical men of the State be- 
lieve that the best school can be developed at 
Richmond as a department of the University 
of Virginia, under the control of its Board of 
Visitors and its president. 

The present situation is certainly a reproach 
and a reflection upon the intelligence of any 
progressive people. The President of the 
Carnegie Foundation states the proposition in 
the following terms: 

“1. At the present time the State of Vir- 
vinia is subsidizing two medical schools, one in 
Charlottesville, the other, the Medical College 
of Virginia, in Richmond. This situation is 
a reproach to the medical intelligence of the 
State and an injustice to the people of Vir- 
ginia. It should cease as soon as possible. 

“2. Neither of these medical schools, be- 
tween which the State support is divided, has 
at present the resources to conduct a modern 
medical school adequate to meet the needs of 
the State, even upon an economical and modest 
basis. 

“3. Any medical school in Virginia, sup- 
ported in whole or in part by the State, should 
be a part of the University of Virginia and un- 
der the control and direction of its governing 
hoard and president. 

“4. Although a few divided medical schools 
still exist, medical opinion is practically un- 
animous in the conclusion that to offer the first 
two years of a medical curriculum in one place 
and the last two years in another is not only 
a waste of funds, but results in a diminution 
of the effectiveness of the school as a whole. A 
medical school, half of which is in Charlottes- 
ville and the other half in Richmond, is no 





wereal 





XUM 


1922] 


solution of the problem of medical education in 
Virginia. 

“5. If, therefore, the State of Virginia is 
to support medical education at all, such sup- 
port should be given to a single medical school 
situated either in Charlottesville or in Rich- 
mond, and in either case, under the direction 
of the University of Virginia.” 


“More Oslers than One.” 

At this hour when Virginia is feeling and 
thinking upon the important subject of medi- 
eal education, and approaching an effort at 
its solution, it is not inappropriate to reflect 
upon some of the characteristics of one of the 
greatest medical teachers and clinicians of this 
time. It is well to think, too, that medical edu- 
cation does not altogether depend on the phy- 
sical equipment and rich clinical material avail- 
able; it depends really first and last upon the 
quality and character of the teachers in charge 
of the physical and scientific establishment. 

In the career of Osler, established in Balti- 
more from 1889 to 1905, surrounded by a group 
of picked men, we have an example of the 
creation of a medical school as a department 
of a university which has done a great serivce 
to America by teaching medicine in a modern 
scientific way. No medical school can do a 
great work, no matter whether established in 
the most ideal way or outfitted in the most 
elaborate manner, unless its leading teacher 
corps is composed of broad and able men. It 
was Osler and his group which made Hopkins 
the great medical school. It was the combina- 
tion of his striking personal qualities, his un- 
usual literary gifts, his high professional and 
scientific accomplishments that made the great 
medical teacher. About this teacher, “more 
Oslers than one”, was elaborated, a new 
thought in medical teaching in this country. 
and a new ideal in scientific medical learning. 
Welch’s ex-temporaneous Osler 
speaks of him in this manner: 


addresss on 


“His contributions to medical education, to 
hospital organization and the development of 
scientific medicine will perhaps be recognized 
as his most important work. 
the particular kind of organization of the 
Johns Hopkins Hospital—of the professional 
side, the most important feature being the crea- 
tion of the upper resident staff. That provided 
for the appointment of young physicians for a 
period of indefinite tenure: these might, and 
often did remain until they had really estab- 


To him we owe 
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lished their reputations. No such opportuni- 
ties existed in this country at that time. That 
is, I think a very important contribution by 
Osler. * * * * * Again Osler created a medi 
cal clinic of a new order, at least for this coun- 
trv. He brought the senior students into the 
wards of the hospital not simply to look on 
at demonstrations, not simply to accompany 
the physician on his rounds in the wards, but 
as a part of the actual machinery of the hos- 
pital. He also created, in connection with the 
clinic, the clinical laboratory. Every one of 
these particular contributions existed in other 
countries, but not in combination. He was 
familiar with the organization of 
clinics in Germany, France and England; he 
took the best, and I think he established a 
type of organization which marked a great 
advance in medical education. I speak of these 
contributions of Osler because I fancy the fu- 
ture historian will recognize them as among 
the permanent accomplishments, and as mark- 
ing an important departure and reform in 
medical education in this country. This con- 
ception and the carrying out of this plan we 
owe to Osler.” 


medica! 


“QOsler’s reputation, while it is founded, | 
think, on his scientifice work, does not rest sole- 
ly or in the highest measure upon that work. 
He was a clinical teacher of the most inspiring 
and stimulating character. I doubt whether the 
history of medicine records a man who had 
greater influence upon the students that came 
under his teaching. He inspired them with a 
remarkable devotion and loyalty and affection. 
He was their example. His life embodied his 
precepts and his students, cherished his words 
Cultivate peace of mind, serenity, the phi 
losophy of Marcus Aurelius. Think not too 
much of tomorrow, but of the work of today. 
the work which is immediately before you. 

“Above all, while I have spoken of Osler as 
possessed of the naturalist’s type of mind, like 
many other naturalists he was also a humanist. 
This he exemplified in his teaching, in his 
work, in his life to an eminent degree. He never 
imparted knowledge to students as though it 
had always existed. He interested the student 
in how the knowledge that we now possess 
came to be, what were the great epochs, who 
were the men who contributed. This method of 
teaching was illustrated by Osler as by scarcely 
another teacher in the history of medicine. 
And it is just such a stimulus as this that im- 
parts broad interests to the work of the stu- 
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dent and to his life’s activities as a physician. 
It is such interests as these that make his work 
a profession, a learned profession and not 
merely a trade. . Osler was the humanist, then, 
as well as the naturalist in his attitude toward 
disease. His life was centered in the work of 
the hospital and in the work of the Medical 
School. He was the moving spirit always, 
not only of the students but of his colleagues.” 


News Notes 


The Annual Conference of Field Workers of 
the State Board of Health 

Was held in the College Hall, Y. M. C. A., 
in Richmond, from December 27 to 31. It 
was attended by County Health Officers, Sani- 
tary Officers, Sanitary Inspectors and Public 
Health Nurses, and invitations were extended 
to all other Public Health officials, or other 
persons who might be interested in the pro- 
gram. The purpose of the Conference was to 
enable the workers to meet with eacli other 
and with the Staff to talk over their problems 
and receive the benefits which might be de- 
rived from a free interchange of experiences 
and ideas. An opportunity was thus afforded 
to impart new information and instructions to 
the Field Workers so that they might return 
to their work with a full knowledge of up to 
date practices in matters pertaining to the 
public health. 

The program was made up for the most part 
of subjects which the workers themselves had 
suggested or asked to have discussed. Every 
worker presented a paper on a subject of his 
own choosing and time was allowed for full 
discussions, 

A number of prominent Public Health au- 
thorities from other parts of the country were 
present. Dr. Arthur T. McCormack, State 
Health Commissioner of Kentucky, gave a 
most interesting and comprehensive account 
of public health activities in Kentucky. He 
paid high tribute to the progress which was 
being made in this State. Dr. L. L. Lumsden, 
in charge of Rural Health Work for the 
United States Public Health Service, <eli- 
vered an address upon “The Progress of Rural 
Health Work Throughout the United States 
During the Past Year”. He stated that the 
co-operative work in which the Public Health 
Service was participating with the Virginia 
State Board of Health has proved highly 
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successful and that the plan which is being fol- 
lowed had a wide range of applicability among 
counties in which effective health work if be- 
gun at all must be begun on a low cost basis. 
He went on to say, however, that on January 
1, 1921, there were in the United States only 
154 counties which were provided with Local 
Health Services headed by Whole Time County 
Health Officers. This means that less than six 
per cent. of our rural communities are pro- 
vided with Local Health Services approximat- 
ing adequacy in protecting the men, women 
and children against readily preventable dis- 
eases, premature death and economic diseaster, 
resulting from costly sickness. 

Major M. J. Shields, First Aid Service, 
American Red Cross, delivered two intensely 
interesting and very instructive lectures on 
“First Aid”. Dr. P. W. Covington, of the In- 
ternational Health Board, gave an interest- 
ing and much appreciated talk upon “Meth- 
ods for Securing Appropriations for Public 
Health Organizations”. Dr. K. E. Miller, an 
officer of the United States Public Health Ser- 
vice, detailed to the State Board of Health of 
North Carolina, gave an account of the meth- 
ods which were being carried out in that State. 

The attractiveness of the program was great- 
ly increased by the exhibit material provided 
by the County Sanitary Officers and commer- 
cial concerns handling equipment of this char- 
acter. Prizes were offered to the Sanitary 
Officers for the best exhibit material which 
they could furnish, the understanding being 
that the ideas and workmanship should be 
their own. The first prize was awarded to 
Sanitary Officer M. D. Fuller of Chester‘‘eld 
County, who exhibited a model of a septic tank 
with drainage field, a home made aquarium, 
and other material. The second prize was 
awarded to County Sanitary Officer J. F. 
Ward of Wythe, who displayed a number of 
models of sanitary equipment. The third prize 
was awarded to Field Director Kolbe Curtice 
of Halifax County, who exhibited a model of 
a septic tank and closet. 

It was the general expression of those who 
attended that this Conference was the most 
successful and beneficial yet held by the State 
Board of Health. The workers returned to 
their duties properly inspired. 


Memorial to Dr. Taliaferro. 
As a tribute to the memory of Dr. B. L. 
Taliaferro, who died recently, the patients at 
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Catawba have decided to add to the Tuber- 
culosis Foundation of Virginia a Taliaferro 
Memorial fund which will provide in _ per- 
petuity a free bed at the institution to whi.h 
the noble physician sacrifced his life. A 
committee of the Catawba patients has started 
on a campaign to raise $6,000, the amount 
needed for the endowment. They and their 
friends have, in addition to direct contribu- 
tions, advanced all the money necessary for 
contingent expenses in connection with the sub- 
scription, so that every dollar subscribed 
actually goes into the fund. 

It is not purposed to make any general ap- 
peal for funds, as it is felt that the general 
public will be glad to subscribe and that a 
mention of the subject through the press will 
be all that is needed. Checks may be sent to 
A. Lambert Martin, Treasurer, at Catawba 
Sanatorium, Va., and a receipt will be re- 
turned immediately. 


Births in Birth Registration Area in 1920. 
The Department of Commerce, through the 
Bureau of Census, announces that in 1920 there 
were 1,508,874 births reported in the birth 
registration area, which included 23 states and 
the District of Columbia. The rate was 23.7 
per 1,000 population, or an increase of 1.4 
over 1919. The highest rate, 31.6 per 1,000 was 
in North Carolina, and the lowest, 18.9 in 
Oregon. Classifications as to birth place of 
mother showed that Italy ranked next to the 
United States as the country of birth of the 
mother. As to the occupation of the father, 
it was noted that the highest average in number 
of children to a family was 4.6 for mining fore- 
men, overseers and inspectors, and the lowest 
average was 1.8 for soldiers, sailors and ma- 
rines. The average number of children to a 
family for dentists was 2, architects 2.1. schoo! 
teachers 2,3, which figures are in striking 
contrast to those for mine operatives 4.3, 
quarry operatives 4.1, bootblacks 3.9, and brick 
and stone masons 3.9. In farmers’ families, the 
average number of children was 3.8; in clergy- 
men’s 3.3, in lawyers’ 2.4, and in physicians’ 


2.3. 


Improvements Made on Staunton Hospital. 

The King’s Daughters’ Hospital, Staunton, 
Va., has recently added a new colored ward 
and a new obstetrical department. Both have 
been finished and are now receiving patients. 
Work will shortly be started on a new operat- 
ing pavilion. 
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U. S. Public Health Service Hospitals. 

During 1921, the U. S. Public Health Ser- 
vice opened up 17 hospitals and is preparing 
to add nine other hospitals, four of which will 
probably be opened by May 1 and the others a 
little later. All of these have been leased 
from private owners or taken over from the 
Army or Navy. Hospitals to be added in 1922 
include tuberculosis, general and neuro-psy- 
chiatrie hospitals. 


Increase Proposed In Personnel of U. S. Pub- 
lic Health Service. 

To provide adequate medical and surgical 
care for the beneficiaries of the U. S. Veter- 
an’s Bureau, and to promote the efficiency of 
the U. S. Public Health Service, a bill has 
been introduced in the U. S. Senate and House 
of Representatives, providing for the addition 
of 450 medical officers, 50 dental officers, and 
50 officers non-medical scientific personnel. 
There is an imperative need at the present 
time for the reorganization of this Service be- 
cause its duties and responsibilities have in- 
creased enormously. The U. 8. Public Health 
Service has done such an excellent work for 
disabled soldiers, that we trust this bill may 
become a law to enable the Service to enlarge 
its activities. 


New Superintendent at Catawba Sanatorium. 

Dr. J. B. Nicholls has been appointed super- 
intendent of Catawba Sanatorium, Virginia, 
succeeding Dr. B. L. Taliaferro, de eased. Dr 
Kk. C. Harper, who has for some time been 
connected with the work of the State Health 
Department, has been appointed first assistant. 


School of Sanitation in Honor of Gorgas. 

A committee of Southern physicians, under 
the chairmanship of Dr. Seale Harris, of 
sirmingham, Ala., is undertaking the es- 
tablishment of a school of sanitation at Tusca- 
loosa, Ala., in memory of the late Major 
General William C. Gorgas. It will be known 
as the “Gorgas School of Sanitation”, but, 
though the site will be adjacent to that of the 
University of Alabama, it is not intended that 
there shall be any organic connection between 
the two. 


The Tri-State Medical Association of the 
rolinas and Virginia 
Will hold its annual meeting in Norfolk, Va., 
February 22 and 23, 1922, under the presi- 
dency of Dr. W. W. Fennell, of Rock Hill, 
S. C. Headquarters will be at Monticello 
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Hotel. A large attendance is expected and 
an interesting program is being planned. Dr. 
James K. Hall, Richmond, Va., secretary of 
the Association, will furnish any information 
requested. 


Dr. McGuire Newton, 

Of Richmond, has been appointed a mem- 
ber of the State Board of Health to fill the 
vacancy caused by the death of Dr. Edward 
McGuire. The term of office expires July 1, 
1925. 


Dr. Halbert P. Harris 

Of the ‘09 class ef the University College 
of Medicine, Richmond, and who practiced in 
California until he entered service in the 
World War, is now located at Wake Forest. 
N.C. 


Some Facts About Mortality Rates. 

Figures from the Bureau of the Census in- 
dicate that the trend of the death rate from 
cancer and organic diseases of the heart is up- 
ward, while that from tuberculosis is slightly 
downward. The estimated number of deaths 
from cancer in the entire United States for 
1920 was 89,000. Figures show that the white 
and colored races are equally susceptible to 
cancer, but both races seem less susceptible in 
the South than in the North. 

The estimated number of deaths from tu- 
berculosis in the entire United States for 1920 
was about 122,000. The highest mortality rate 
from tuberculosis for 1920 was given for Colo- 
rado, while the lowest was in Utah. The high 
rate for Colorado is evidence not of unhealth- 
fulness of climate, but of the attractiveness of 
the Colorado climate to those afflicted with 
tuberculosis. . 


Married.— 

Dr. William H. Goodwin, University, Va., 
and Miss Mary Stuart Cocke, Hollins, Va.. 
December 27. 

Dr. Beverley Randolph Wellford, of N. Y. 
City, formerly of this city and a member of 
the class of *17, University of Virginia, Medi- 
cal School, and Miss Alice Henning Munson, 
of Richmond, December 31. 


Dr. W. B. Hopkins 

Has returned to his home in this city after 
a visit to Miami, Fla. 
Dr. G. F. Highsmith, 

Of the 


12 class of the former University 
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College of Medicine, this city, has moved 
from Arcadia, Fla., to Miami, Fla. 


Health Measurers Needed For Mothers and 

Babies in Rural Districts. 

From some investigations made in one of 
the Southern states, under the auspices of the 
Children’s Bureau, of the U. S. Department 
of Labor, the following features of a genera] 
constructive program have been recommended 
for the conservation of lives and health of 
older children as well as of mothers and 
babies. The employment of a county public 
health nurse; the full-time employment of a 
well-trained public health official; a conven- 
iently located county hospital; strict enforce- 
ment of the birth and death registration laws: 
strict enforcement of the law to prevent blind- 
ness in the new-born: and control of mid- 
wifery practice. 


Dr. Clifton M. Miller 

Was recently elected a member of the City 
School Board of Richmond, Va.. from the 
third district. 


New Doctors in Staunton. 

Dr. Guy R. Fisher, formerly of New Hope. 
Va.. and Dr. Homer Henkel, formerly of 
Brownsburg, Va., after completing an eighteen 
months’ course in eye, ear, nose and throat 
work in New York, have opened their offices 
in Staunton, ‘Va. 


Child Relief Work Abroad is Extended. 

The American Red Cross announced today 
that the Polish-American committee for Child 
Relief, through which the American Red Cross 
operates a large number of child-health sta- 
tions in Poland, is now extending its help to 
the recently regained parts of Upper Silesia. 
restored to Poland by the League of Nations. 
During the long-drawn dispute over this terri- 
tory and the unsettled condition of the past 
two vears, the children of the mining and faec- 
tory districts have suffered severely. A heavy 
increase in tuberculosis is noted throughout the 
area. 

The Red Cross and the Polish-American 
Committee have just made a joint gift of 
clothing to children in Silesia, including more 
than 100,000 overcoats, shoes, suits and stock- 
ings. 

Dr. L. E. Walton, 


Recently of the C: & O. Hospital, Clifton 
Forge, Va., has moved to Marlinton, W. Va., 
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In October he was elected secretary of the 
Alleghany County, Va., Medical Society. 


New Hospital For Wilmington, N. C. 

Drs. Ernest Bulluck and Ralph Davis, of 
Wilmington, N. C., are building a modern 
hospital of thirty beds in the heart of that 
city. 

Dr. Burnley Lankford 

Has been elected a member of the executive 
committee of the Norfolk branch of the Uni- 
versity of Virginia Alumni. 

Miss Fannie Nunnally, R. N., 

A graduate of Stuart Circle Hospital, this 
city, has been appointed superintendent of 
Rockingham Memorial Hospital, Harrison 
burg, Va. Miss Nunnally has recently been 
located in West Virginia. 


Dr. Julian M. Robinson 

Has been elected post commander of the 
Danville, Va., Post, American Legion, for the 
coming year. 

Dr. Charles R. Robins, 

Of Richmond, recently addressed the stu 
dents of the College of William and Mary, 
Williamsburg, Va., his subject being “The 
Opportunities in Medicine”. 

Dr. and Mrs. H. A. Spitler, 

Purcellville, Va., last month enjoyed a visit 
to Luray, Va. 

Dr. and Mrs. F. E. Hamlin, 

Of Staunton, Va., have been spending 
sometime in Durham, N. C., where Dr. Ham 
lin has been recuperating from a recent severe 
attack of pneumonia. 

Dr. A. L. Gray, 

Of this city, recently visited his mother at 
Palmyra, Va. 

Dr. H. M. Snead, 

South Hill, Va.. has returned home after a 
hunting trip to Fluvanna County, Va. 
Dr. Gerald A. Ezekiel, 


Richmond, Va., has been assigned to the 
305th Medical Unit, with the rank of major, 
in accordance with the assignment orders for 
the 80th Division, Officers’ Reserve Corps. 


Dr. and Mrs. Joseph S. Hume, 
Norfolk, Va.. have been recent guests of 
relatives in Richmond. 
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Dr. F. A. Ward, 

Recently of this city, has located in Suffolk. 
Va., where he will continue in the practice of 
‘liseases of the eye, ear, nose and throat. 

Dr. Lorenz Well Received in New York. 

In spite of opinions which have been ex- 
pressecl from various parts of the country, it 
would seem that Dr. Adolf Lorenz, the Aus- 
trian surgeon who held public clinics in New 
York City, has been well received there. On 
the 12th of December. he delivered an address 
before the Society of Medical Jurisprudence 
at the New York Academy of Medicine, and 
received a warm reception. 


Radiclogical Society of North America. 

Dr. Russell D. Carman, Rochester, Minn., 
was elected president of this asociation at its 
annual meeting in Chicago, in December. 


Centenary of Pasteur. 

We are advised plans are under way in 
France for the celebration of Pasteur’s cente- 
nary in 1923. The event will be in the form of 
an international exhibition of hygiene and 
bacteriology to be held from May 1 to October 
31, 1923, at Strasbourg, where Pasteur began 
his wonderful researches. A monument to 
Pasteur will be unveiled at the same time. 


A Bit Encouraging. 

We understand that Merchants and Miners 
Transportation Company, with head offices in 
Baltimore, has declared its first dividend in 
several vears. While not a large one, it in- 
dicates an improvement in business conditions 
and is proof that the shipping and travelling 
public approve the service of this company. 
These people are among our advertisers and 
we hope that we have, at least in small de- 
vree, contributed to this success. May this be 
the precursor of more prosperous days in all 
lines of business. 


Dr. W. T. Wimbish, 

Who was located at Clarksville, Va., before 
entering the Medical Reserve Corps during 
the war, is again in private practice and is lo- 
cated at Benbush, W. Va. 


Dr. T. Neill Barnett, 

Of this city, is taking a special post-grad- 
uate course at Harvard University, Medical 
School, in diseases of the stomach. He ex- 
pects to return to Richmond abeut the mid- 
dle of February. 
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Dr. W. W. Fennell, 

Rock Hill, 8. C., president of the Tri-State 
Medica! Association of the Carolinas and 
Virginia, visited friends in this city early in 
January, when returning to his home from a 
visit to New York City. 

Hospital Opened in Norfolk. 

The new Mt. Sinai Hospital was formally 
opened in Norfolk, Va., December 29. More 
than 1.000 invitations were issued for this 
event to members of the medical profession 
and to subscribers to the fund that made the 
new hospital possible. 


Location with Small Acreage for Doctor or 
Anyone Wanting Farm with Small Acreage. 
This property is in the western part of the 

State in a villiage of about 150 to 200 inhabi- 

tants and on a railroad. The practice is prac- 

tically unopposed. The property consists of an 
8-room house in good condition, well under 
shelter: an office, barn for six horses, garage, 
corn crib, and other out buildings on 30-acre 
tract with about 70 fruit trees beginning to 
bear. It is within half a mile of two churches, 
store block, smith shop, Masonic hall, school 

(2 rooms) in front of house, and garage 

across the road. Can be bought for $5,500 on 

the right kind of terms. Write, “T. A. G.” 

care this journal. (Adv.) 





Obituary 


Dr. Dirk Adrian Kuyk, 

A widely known and beloved physician of 
this city and a specialist in diseases of the eye, 
ear, nose and throat, died at his home Decem- 
ber 16, after an illness of three weeks with in- 
fluenza and pneumonia. He was born in Hol- 
land 57 years ago and came to this country 
when five years of age. His medical educa- 
tion was reveived at the Medical College of 
Virginia, from which he graduated in 1885, 
and he was for a number of years a member 
of the adjunct faculty of that school. He 
was a member of various medical associations 
including the Medical Society of Virginia. 
He is survived by his widow, Dr. Margaret 
Kuyk, who is a member of the faculty of the 
University of Richmond. 


Dr. Don H. Scott, 


A widely known physician of Amherst 
County, Va., died suddenly December 28, 
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while visiting a patient at Monroe, near his 
home. He was 64 years of age and had been 
in failing health for some months. He was 
graduated from the Medical College of Vir- 
ginia in 1884 and practiced for a time in Bed- 
ford County, before moving to Amherst county 
twenty-eight years ago. He twice represented 
his county in legislature. He was a shriner 
and a member of several fraternal organiza- 
tions, and was a member of the Medical So- 
ciety of Virginia. Dr. Scott is survived by 
three sons, one of them Dr. David P. Scott, 
of Lynchburg, and a large family connection. 


Dr. Perry J. Muncy 

Died at his home in Ferrum, Va., Decem- 
ber 8, after a brief illness with pneumonia. He 
was thirty-two years of age and a graduate of 
the Medical College of Virginia in 1917. For 
a time he was located at Bayard, W. Va. The 
interment was made at his former home, 
Pearisburg, Va. He is survived by his wife 
and a daughter. He was a brother of Dr. J. B. 
Muncy, of Jonesville, Va. 


Dr. Isaac M. Taylor, 

Superintendent of Broadoaks Sanatorium 
at Morganton, N. C., died of heart disease. 
November 26, aged 64 years. He was promi-™ 
nently identified with medical interests of the 
State of North Carolina and was president of 
the Board of Medical Examiners in 1915-1916. 


Dr. Edwin Gilliam Booth, 


A prominent citizen of this State and one 
of the few surviving officers of the Confeder- 
ate States’ navy, died at his home in Williams- 
burg, Va., January 5. He was born in Notto- 
way County, Virginia, and studied medicine 
at the University of Pennsylvania, from which 
he graduated in 1861. He is survived by 
several children, one of them Dr. J. Thomson 
Booth, of Asland, Va. 


Dr. John J. Goodwill, 

A graduate of the Medical Department of 
the University of Virginia in 1908; died of 
pneumonia of December 2, at his home Laurel 
Hill, N. J. Hg was 36 years of age and served 
for eighteen months overseas during the 


World War. 


Henry Plato Underhill, 

Of Wendell, N. C., died November 18, in a 
hospital in Raleigh, N. C. He was 44 years 
of age and a graduate of the former Univer- 
sity College of Medicine at Richmond, in 1901. 








